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THE CANCER PROBLEM 
JAMES F. PERCY, M. D. 
Los Angeles, California 
Oration on Surgery before the Arizona State 


Medical Association,—Thirty-seventh Annual Meet- 


ing, Tucson, Arizona, April 19th, 1928. 


The practical phases of the problem of the 
treatment of cancer today should not be con- 
cerned with the elusive subject of the cause 
or source of the disease, but rather with 
the consideration of the methods that we al- 
ready have for its most effective manage- 
ment. The general and almost unlimited 
pessimism of medical men and women rela- 
tive to doing anything adequate in the treat- 
ment of the disease, is also a great factor 
in permitting its present unhindered mortal- 
ity rate. Combined with this is the failure 
of both physicians and surgeons to recognize 
that there are several procedures available 
which are of unquestioned and also of pre- 
eminent value in its treatment. These two 
most potent factors constitute the largest 
element in what we conceive to be the can- 
cer problem. 


The determination of the cause of cancer 
can, therefore, well be left to those best 
qualified to unravel the mystery that sur- 
rounds it, while we proceed to discuss the 
more practical and hopeful phases at hand 
for its destruction as a very essential pri- 
mary effort in its management. 


I once inquired of a professor who held 
the chair of pathology in a German uni- 
versity, if any one would ever uncover the 
cause of cancer. For a moment he seemed 
lost in reverie, and then replied, somewhat 
after the manner of the oracle at Delphi— 
“He who first tells us the cause of cancer 
will be in a position to describe the anatomy 
of the human soul.” This was in 1898, and 
to date his reply has not been improved up- 
on or made obsolete by anything that has 
come to us from the ubiquitous field of can- 
cer research. But suppose someone does re- 
veal the basic factors in its causation; we 
have no guarantee that it will reconstruct 
the problem of its treatment, or make it 


either easier or more effective. Koch an-— 





nounced the findings of the bacillus of tu- 
herculosis in 1882, but, aside from complet- 
ing the demonstration of the infectiousness 
of the disease, nothing in its better treat- 
ment has resulted from his brilliant and 
epoch-making discovery. There is, I must 
re-emphasize, no disease so easy to put an 
end to, as early accessible cancer, by sev- 
eral recognized and well-known present day 
methods. My conception of the best of 
these measures will develop as we proceed. 
It is also well within the realm of probabil- 
ity that the means which we already have 
for the treatment of cancer will never be 
improved upon. This implies that we have, 
if we would but recognize and use them, 
everything needed for the successful hand- 
ling of the condition. 


Why then a cancer problem? In other 
words, what is back of the present pitiably 
obvious indifference and unconcern of both 
the medical profession and the public, rela- 
tive to doing something worth while to both 
hinder and to destroy cancer? The answer 
is simple. First, the cold knife. This instru- 
ment has probably done more to discourage 
the victim of cancer and his surgeon from 
undertaking the early treatment of the dis- 
ease than any other one factor. Glaring 
faults of technic when employing the cold 
knife, must also come in for a share of the 
resulting fear that this instrument has bred. 
For, in spite of its unquestioned value in 
rendering many cancer victims symptom- 
free for years and giving to unrecorded ad- 
ditional numbers a well-worth-while form of 
palliation, it has rarely been employed in a 
manner that keenly recognized this easy 
predisposition to both incite and spread can- 
cer in the tissues. In this way, therefore, 
it has often been made to be the ideal vac- 
cinator from and beyond every contaminated 
area or process that it invades, whether 
cancer, tuberculosis, actinomycosis, or osteo- 
myelitis. The careful surgeon changes his 
scalpel after incising the skin, in opening 
the abdomen, for fear of carrying surface 
skin infections to the peritoneum. He like- 
wise often deems it necessary to replace his 
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gloves before proceeding further, following 
the accidental invasion of an infected area. 
In addition, he has the sterile field renewed, 
and all of the sponges about which there is 
the slightest doubt, discarded. But not so 
in operating cancer. He keeps the same 
gloves, the identical knife and clamps and 
Sponges, and continues to use them over and 
over again. Streptococci, et cetera, must be 
recognized, respected, and thwarted, but the 
much more venomous and hellish cancer 
process can be dismissed with a more per- 
functory and reckless technic. 


The unsatisfactory results following treat- 
ment with the cold knife in the late cases, 
have also had much to do with the pro- 
verbial delay upon the part of the patient in 
seeking early surgical relief. It is a vicious 
circle. The patient’s primary dread of the 
knife is later substituted for the fear of his 
cancer, the successful treatment of which 
he sees no hope of accomplishing through 
the methods of present-day surgery. 


When the medical profession succeed in 
educating themselves, as thev finally will, 
regarding the, at present, little avpreciated 
possibilities for good in cancer surgery, the 
public will soon learn of it, and a new day 
will have dawned in America in the surgery 
of cancer. This will gradually reverse the 
unfortunate attitude that now characterizes 
the course of its average victim, and will re- 
sult in the prevention of much of the present 
suffering and the saving of lives that are 
now needlessly lost. The fear of the knife— 
instead of dismav at the appéarance of can- 
cer, (which would seem the logical thing)— 
the medical profession is doing but little to 
minimize either by precept or technic for 
those so afflicted. But when they have 
passed the primary stage of avathy regard- 
ing their growth, and reached the one of 
alarm and finally of terror at its malign 
progress, they are readv to accept almost 
anything that is offered in the way of treat- 
‘ment, no matter how extreme, desperate, or 
hizarre it may be. The exceptions to this 
rule in the late cases are so few, in my ex- 
perience, that they can be ignored in this 
discussion of the cancer problem. If the 
cold knife is now employed in the usual 
stereotyped way, the ultimate results in the 
great maiority of the patients so treated 
cannot fa‘l to be far from satisfactory, and 
thus the present almost mass psychology re- 
sulting in horror and panic regarding the 
employment of the cold knife in the treat- 
ment of cancer, is perpetuated. 

The late John Byrne of Brooklyn, New 
York, one of the first, if not. the first, to 
condemn the undiscriminating use of the 
knife in cancer surgery, said in his Presi- 
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dential address before the American Gyne- 
cological Association, in 1892—“That opera- 
tive surgery in this particular phase of can- 
cer (uterine) is in many respects more dan- 
gerous than the disease for which it is un- 
dertaken, and, as the majority of all patients 
afflicted would live longer without than with 
it, it is not a safe or a useful operation, and, 
as such, is unjustifiable.” 


The belief has gradually grown through 
the years that we are helpless in the pres- 
ence of cancer. It has been handed down 
from the fathers, and seems to have as- 
sumed almost the proportions of a fetish. 
Now too many seem determined to continue 
to assume that this “belief” is true. As a 
result, we have lain down on its treatment, 
except in a futile sort of a way, and so have 
our patients. 


A second important element in the pres- 
ent day cancer problem is the inadequate in- 
struction given by medical schools in this 
country on diagnosis and treatment of can- 
cer. I know of but one school where the sub- 
ject is approached seriously and with an 
earnest effort to deal with it intelligently. 
In 1924 it was my prviilege to pass upon 
the examination papers of two hundred and 
twenty-two vrosvective internes from forty- 
eight Class A American medical schools. The 
question was—“Give the treatment of can- 
cer.” The answers, as indices of what is 
heing taught on cancer treatment in this 
country, were most illuminating in their 
ambiguitv and perplexity, as to what could 
or should be done. It is practically true that 
there is no graduate school of medicine that 
actually, positively and rationally gives in- 
struction in the management of this protean 
disease. The lack of what I consider to be 
fully adequate clinical instruction in the 
treatment of cancer, has become a critical 
situation in present-day medical teaching. 
With cynicism rampant and excessive at 
the fountain head. what else can we hope 
to find in the profession as a whole? 

The third factor in the cancer problem 
concerns the psycholorv of the average vic- 
tim of the disease. This is shown by his 
usual habit of concealment from every one 
until one or more of the terminal stages of 
his disease apnear. This hiding of his path- 
ology is sometimes carried to unbelievably 
mournful, and even fatal. lengths. In some 
it is so pronounced as to reasonably suggest 
that, with the development pari passu of the 
hidden malignancy, it does something to al- 
ter or upset the normal mental balance of 
its host. . 

The fourth problem in the cancer treat- 
ment situation is the one of the failure or 
at least the negligence of physicians and 
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surgeons to learn the correct application of 
the methods already at hand for the hope- 
ful treatment of cancer. Another phase of 
this side of the problem is the misuse, or, 
equally as bad, the inadequate use, of the 
various procedures recognized as of value in 
its treatment. 


To the writer, the four factors just 
enumerated constitute the reason and the 
explanation of the wellnigh chaotic, con- 
founded and utterly confused cancer treat- 
ment situation today. Men, women, and chil- 
dren, the subjects of cancer, have no means 
of knowing that we have anything to offer 
them. And, when they do come, the situa- 
tion is rarely fitly met. The friends are told, 
by inference at least, that little can be done 
except, possibly, by the cold knife or x-ray, 
and the patient, likewise, is too often given 
some indefinite and unconvincing advice 
that he instinctively feels means that he is 
being abundantly, but sympathetically, aban- 
doned to a final exitus, usually by the in- 
sufficient and disappointing morphine route. 
And yet the greatest efforts in construc- 
tive cancer propaganda today are being ex- 
pended to get the cancer individual to come 
early for treatment, and then we marvel at 
his failure to do so. “To come early”—but 
we might inquire parenthetically, “for 
what?” When the medical profession suc- 
ceed in educating themselves regarding the 
possibilities of the most successful manage- 
ment of cancer, the public will soon learn 
the facts. 


The chiefly effective methods at our com- 
mand for the local eradication of cancer are 
some form of the actual cautery, the cold 
steel knife, caustic pastes, and radio-active 
agents. But rarely is any one, or any com- 
bination of these methods, employed in the 
most effective way possible for the benefit 
of the cancer afflicted patient. 

The statement just made has a very wide 
application. Some of the best known insti- 
tutions are doing work that is dreadfully in- 
adequate because they have overlooked, or 
failed to grasp, important and essential facts 
in the technic of men who are more than 
doing “something” of permanent or even of 
temporary benefit for sufferers. It is also 
true that in some of the smaller cities there 
are practitioners who have grasped the es- 
sential and distinguishing parts of this bet- 
ter treatment. It follows, necessarily, that 
they are getting results that will inevitably 
have to be duplicated everywhere before the 
present all-but-universally-ineffective treat- 
ment of the disease is overcome. I know of 
no greater need than that a great central 
institute be established to serve as a teach- 
ing center for the scientific determination 
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of the legitimate boundaries of all methods 
considered worthy of recognition in the 
treatment of cancer. Important functions of 
such a place, aside from the one of ultimate- 
ly determining by actual experience the 
most hopeful type of treatment, would be 
the education on all worth-while cancer 
facts of both the profession and the public. 
When both of these great classes know as 
much about cancer as they do now about ap- 
pendicitis, medicine, as a profession, will re- 
ceive the recognition in the former that is 
now by common consent accorded it in the 
management of the latter. The older prac- 
titioners will well remember the verbal 
swordplay common in medical societies but 
a few years back on the question whether 
a patient with appendicitis should ever be 
operated. It will readily be seen, then, that 
we are now repeating with cancer our for- 
mer experiences in appendicitis, and none of 
us will doubt, I am sure, that the final out- 
come will be the same: viz, an enlightened 
profession and public will co-operate to 
achieve the best results in cancer treatment. 
The great desideratum following the treat- 
ment of all malignant processes developing 
in a human being has always been to fol- 
low the patient to the termination of his 
trouble, whether that is health, ultimately, 
or death. If this could be done, the encour- 
agements that now exist, i.e., that are a 
matter of record in the experience of not a 
few surgeons throughout the world, would 
become a matter of helpful common knowl- 
edge and reassurance for further effort.’ 

In this day the cancer problem is such a 
measureless subject that in an address, that 
very properly must be limited, one cannot 
hope to touch all of even its highest spots. 
I have just referred to “Encouragements” 
in cancer surgery. I should be happy to de- 
vote the rest of what I have to say to de- 
tailing experiences and relating the histories 
of patients that would make such a state- 
ment convincing and conclusive to the mem- 
bers of this Association. But it will prob- 
ably render the balance of what I have to 
say of more immediate practical value if I 
mention something relative to certain of the 
underlying principles of cautery surgery in 
the treatment of cancer. It may, also, not 
be amiss to state that I have hundreds of 
patients alive and symptom-free following 
treatment of their malignant foci with the 
cautery, from two and one-half to twenty 
years ago. There is nothing so convincing 
as cured patients, in any physician’s or sur- 
geon’s argument with his colleagues on the 
results of his work, and when the condition 
under consideration is cancer, it has addi- 
tional claim on our interest. If what I have 
just said regarding results in cancer surgery 
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with the cautery were not susceptible of 
demonstration on living and well patients, I 
would not have spent the most active years 
of my professional life alone in its develop- 
ment. The best statistics so far available in 
the surgery of cancer with the cautery, are 
those published by the Doctors Scott’, Senior 
and Junior, of Temple, Texas. It is our 
misfortune that neither of these master sur- 
geons was able to keep the appointment to 
make this address, as was planned originally 
for Dr. Scott, Sr., by the program commit- 
tee. But the sudden distressing and lament- 
able illness of Mrs. Scott, as your Secretary 
has told you, made his appearance here im- 
possible. Had these men not been detained 
they would have emphasized anew that the 
most promising and hopeful treatment of 
cancer is to be found in irradiated heat from 
the cautery knife. - 

As a preliminary to sketching how best to 
destroy an accessible cancer in the human 
subject, I wish to call your attention to the 
steadily increasing mention in the literature 
of the world, which the treatment of cancer 
by heat is receiving. This has been particu- 
larly noticeable in the last year. Another 
impressive phase of the modern recognition 
of this ancient method, is the entirely new 
one of urging that the cautery treatment be 
applied at once to the very earliest mani- 
festations of the disease. 

This is, I repeat, something that has not 
been done previously in all the centuries of 
its employment in the treatment of cancer. 

If the physicians who first see these pa- 
tients would thoroughly destroy their growth 
with a hot iron, the neglected terminal- 
stage patients whom we so frequently meet, 
would not come to establish and fix in the 
public mind their too readily assumed belief 
that we are helpless in the presence of the 
patient suffering from this condition. What 
do I mean by thoroughly destroying can- 
cer? One or the other of two procedures: 
either the application, directly to the visible 
growth, of an appropriately sized iron, i.e., 
one sufficiently large to cover the mass un- 
til it is completely and utterly melted out 
of existence; or, secondly, the finished and 
wide excision of every vestige of its visible 
or palpable manifestations with the hot 
-knife. Why physicians and surgeons fail to 
destroy these small surface accumulations 
of cells with the cautery, when they first 
appear, is one of the enigmas of surgical 
practice. Why they permit them to grow 
unhindered into the vastly destructive and 
formidable seeping, bleeding, stinking, and 
later painful, disheartening and hellish ab- 
normal tissue processes is, again, one of the 
inexplicable mysteries in the practice of 
both physicians and surgeons. In all the 
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glorious realm of medicine and surgery, 
there is nothing so easy to cure permanent- 
ly as early cancer, with a suitable degree of 
heat. If this could be done at once when 
the disease is first apparent, I repeat, the 
late cases would be limited almost entirely 
to internal cancer. If every physician who 
is consulted regarding its treatment would, 
in his first attempts with the cautery, limit 
his efforts to the destruction of the smaller 
masses, until he becomes familiar with the 
easily acquired technic of using it in the 
more advanced cases, he would never think 
of employing any other method. When he 
becomes conversant with its correct appli- 
cation, he will naturally enlarge the field for 
its legitimate employment. 

The first requirement in destroying ab- 
normal human tissues is a good cautery. 
My conception of such an instrument is one 
that will retain heat in the blade when pass- 
ing through wet tissues for a considerable 
distance. The blade must not only feed the 
tissues the necessary destructive degree of 
heat continuously and steadily, but it must 
also be easil}¥ controlled. HEAT IS THE 
POISON THAT INVARIABLY KILLS CAN- 
CER. It is for this reason that the wire- 
like cautery blades found in the instrument 
shops and made from platinum, have but a 
limited field of usefulness. It is difficult to 
cut the tissues with this type of cautery 
without their bleeding and this is always 
evidence that the essential heat penetration 
is not being delivered. As a rule, these 
blades are either too hot or‘too cold, and, 
because of this, frequently damage im- 
portant vessels before the surgeon realizes 
what has happened. In addition, their great 
cost is no recompense for their limited serv- 
ice. The equipment necessary to carry on 
cautery surgery is comparatively inexpen- 
sive, and does not require a large prelimi- 
nary outlay in money. . 

In attacking surface cancer, it is well to 
make an outline on the skin with the hot 
knife preparatory to the excision of the ab- 
normal structures. It is also important to 
cut the skin from within out. This permits 
the greater dissemination of heat within the 
tissues, which is always the essential factor 
in the destruction of cancer, and, in addi- 
tion, the undercutting gives a better final 
union of the skin edges. A mass over one 
inch in diameter (2.5 cm.) should be cut out 
with the cautery knife. A smaller area can be 
melted down with a ball-tipped heating iron. 
The disadvantage of practising this latter 
procedure is that no further proof is obtain- 
able as to the microscopic character of the 
growth. This may later become extremely 
important. A biopsy, therefore, done with 
the cautery knife should precede every de- 
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struction of a malignant mass. Small recur- 
rences, likewise, must be obliterated at once. 
The patient should be taught to watch for 
and to recognize these while they are still 
minor affairs, and to report at once for their 
immediate eradication. He thus becomes a 
partner in the saving of his own life. It 
seems to be a clinical fact that many times 
this will finally whip out the last vestige of 
the disease, for the reason that surface can- 
cer in many instances does not metastasize 
deeply until late. 

The practice of asepsis in the cautery re- 
moval of a mass of cancer outside the ab- 
domen, is of minor importance. My own 
view is that suppuration, especially if ac- 
companied by an active degree of fever, 
plays an important part in inhibiting the re- 
development of cancer, both locally and as 
a metastatic process. 

Prolonged anesthesia with ether or chloro. 
form should be avoided. I believe that many 
of the comparatively quick returns of cancer 
in the operated field, especially following 
cold knife surgery, can be at least partially 
attributed to some occult influence of these 
agents on the patient’s cancer protective 
mechanism. I am aware that many believe 
that no such process accompanies the devel- 
opment of the disease. It is this observed 
clinical data, however, which has caused me 
to employ, as frequently as possible, the 
hyoscine and morphine method of anesthesia 
combined with a minimum of ether. This 
latter agent, if required at all, is mainly 
useful while the cautery knife is incising 
the skin. 

In closing, I want to say a word about 
cancer mortality. following treatment with 
the cautery. We should always keep in mind 
that there are two classes of cancer pa- 
tients. The one comes for treatment early, 
the other late. In the early case the prob- 
lem is one only of the most hopeful method 
for getting the easiest, the best, and the 
most lasting final good result. We should 
also recognize that the late case is always 
and eternally a neglected early one. More 
than this, every cancer patient, early or late, 
if not effectively treated, dies a miserable 
death. In the early cases, a big percentage 
get well. In the late cases a large percent- 
age die, but not all, and those who do not 
die, can often get a duration of relief or a 
form of palliation that is well worth while. 
To me, to refuse to make anything but a 
perfunctory attempt to benefit an otherwise 
terminal cancer patient is unworthy of us. 
No one has anything to lose, especially the 
patient. He has everything to gain, for it 
is impossible to make him worse. Cancer 
untreated, especially on the surface of the 
body, always produces a horror that no sur- 
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geon, no matter what his method, can dupli- 
cate. A patient suffering from cancer, sub- 
mitted to the cautery technic, is never made 
worse. Cautery surgery leaves the patient 
practically without further suffering as far 
as pain is concerned. Cautery-operated sur- 
gical patients, including those where there 
has been an abdominal section, when the 
technic that I have developed is followed, 
rarely require any morphine. Cautery sur- 
gery is essentially and largely painless sur- 
gery, both during and following the opera- 
tion. Relieved of the necessity for the em- 
ployment of morphine or other sedative 
drugs, I rarely see post-operative acidosis 
following the employment of the cautery, 
even where there has been extensive dissec- 
tion of living tissue. 

My operative mortality is no greater than 
it would be in like cases if the cold steel 
knife were employed in place of the cautery. 
It is true that the repair of tissues follow- 
ing the application of the cautery is not as 
rapid as is that after the use of the cold 
knife. This is more than compensated for, 
however, by the greatly lessened chance of 
a subsequent local or distant recurrence. 

A further word relative to my operative 
mortality may be of interest. The very com- 
plete records of the Los Angeles General 
Hospital show that, from June, 1926, to 
July 1st, 1927, this was 3454 per cent. It 
should also be noted that this record of op- 
erative results is based only on major cases. 
It is well known that I refuse practically 
no patient requiring the operative cautery 
method in advanced cancer. I have always 
done this, and I see no other way as far as 
determining final results are concerned in 
our present unenlightened state of what 
cancer really is. 

My first paper on this disease, published 
in 1912, was on the “Cautery Treatment of 
Inoperable Pelvic Cancer.” The minute that 
we begin to try and select and to treat or 
to operate only those we consider favorable 
for a given method, and to speciously ex- 
clude all the rest as hopeless, or to attempt 
to salve our consciences by classifying them 
as for palliation only, we are almost certain 
to condemn at least 20 per cent of those 
that we might otherwise benefit, to an un- 
necessary cancer death: 

I have also never included minor degrees 
of cancer of the lips, ears, nose, eyelids, 
skin, tongue, and neck in my enumeration 
of statistical results. Even though these 
primarily small manifestations of the dis- 
ease, when disregarded, furnish the major 
problems that we all see and treat, and of 
which I have stated I have an operative 
mortality of 3454 per cent. If I included 
these earliest and lesser manifestations as 
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part of my statistics, as is generally done, 
following the treatment of cancer, they 
would be boosted so favorably (for these 
practically all permanently recover) that 
those reading them would undoubtedly ques- 
tion their accuracy. 

Another handicap in the successful cau- 
tery treatment of cancer is the almost uni- 
versal lack of a trained hospital personnel 
sufficiently experienced to carry out intelli- 
gently and skilfully the post-operative care 
of major surgical patients. For, unfortu- 
nately, present-day hospital efficiency does 
not seem to contemplate effectual oversight 
of the supersurgical patient. If I could live 
with my patients, the present unnecessarily 
high primary mortality could be reduced to 
where it would easily correspond to that 
which obtains among skilled general sur- 
geons everywhere. Under present condi- 
tions, many valuable lives are needlessly and 
uselessly sacrificed because, when the pa- 
tients leave the operating room in good con- 
dition, as most of them do, they are im- 
mediately turned over to the management 
of inexperienced, untrained, and unsuper- 
vised fledglings in the science and art of 
medicine and surgery. 

If I did not feel that these, at present, un- 
favorable conditions for the victim of ad- 
vanced cancer would gradually improve, as 
a result of the general recognition now be- 
ing accorded the cancer treatment question, 
all over the civilized world, I should feel less 
optimistic regarding our final triumph over 
this seemingly increasing menace to the 
race. 

Cancer mortality will also be further re- 
duced when every city capable of support- 
ing it will have an institution devoted ex- 
clusively to the treatment of cancer. In 
such an organization men and women can 
be trained not only to employ, but to ob- 
serve the final results of, the various hope- 
ful methods that their enthusiastic chiefs 
believe in and follow. Those thus thorough- 
ly trained would then become available for 
other institutions-in the development of 
their cancer service along the lines that ex- 
perience has shown gives the best results. 
Such an institution could appropriately have 
an impressive and stately approach and a 
most noble entrance over which, in letters 
of living light, should be inscribed for the 
benefit of the dispirited and disheartened 
cancer victim: 

“He who enters here, gains Hope.” 
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THEORY, ETIOLOGY, SYMPTOMS AND 
TREATMENT OF FOOD SENSITIZA- 
TION 
ORVILLE HARRY BROWN, M.D., Ph. D. 
Phoenix, Arizona 
(Read before the thirty-seventh Annual Meeting 
of the Arizona State Medical Association, held at 

Tucson, April 19-21, 1928.) 

The theory I shall advance has helped to 
clarify, for me, the atmosphere of sensitiza- 
tion phenomena, explained observations on 
etiology and treatment and caused me to be 
more confident of my methods of therapy. 
The observations on etiology have a direct 
bearing on treatment and on prophylaxis. 
In presenting symptoms I shall attempt to 
add a new observation or two and to throw 
out hints for future investigation. The 
treatment has helped me to get results in a 
considerable group of cases which had hith- 
erto been difficult, if not baffling, to me. 

For the basis of my theory I give credit 
to the splendid works of Vaughan (Protein 
Split Products) and Gurd (Infection, Im- 
munity and Inflammation) and the authors 
they quote. 

My theory is as follows: The protein mole- 
cule, whole, or at the end of first stage gas- 
trointestinal digestion for reasons to be dis- 
cussed later, reaches the lymph, blood and 
tissues. For the whole protein an enzyme, 
which we may designate P, is developed to 
split the molecule to a stage in which a part 
is toxic; these split products may be the 
haptophor and toxophor groups of Vaughan 
or comparable to them. The task which 
enzyme P has to do is simple and easily per- 
formed. The haptophor group is nontoxic 
and may be ignored. 

For splitting the toxic portion (which we 
may designate the toxophor) to simpler non- 
toxic compounds, there is developed an en- 
zyme T which has a complex and difficult 
task. A number of reasons suggest them- 
selves why the task for enzyme T is diffi- 
cult. It may be that there are two or more 
molecules of the toxophor group for each 
molecule of whole protein. This would de- 
mand twice, or more, the amount of T to 
keep pace in its digestion work with that 
of P. Vaughan has suggested that such is 
the case. It may be, also, that in addition 
to this, the task for T for each molecule re- 
quires less time than the corresponding task 
for P requires. Then, too, there is the fur- 
ther possibility that the toxophor group, be- 
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ing toxins, have an antibody action with en- 
zyme T in which the enzyme and toxin com- 
bine. Again the toxophor group, or a com- 
parable stage of partly digested protein, 
may be absorbed directly from the alimen- 
tary tract into the tissues. Enzyme P may 
be the same for various whole proteins 
whereas T may have to be specific for each 
toxophor group. The fact that persons are 
sensitized to foods which they have never 
eaten is indicative that P is the same for 
various whole proteins. Any or all of these 
possibilities may occur to cause enzyme T 
to be behind enzyme P in digesting protein 
which gets into the tissues before beirg 
properly prepared for assimilation. There 
must yet be other explanations as these do 
not elucidate all of the facts, particularly of 
pure allergy and anaphylaxis 


I follow Vaughan in using the term sen- 
sitization to include both allergy and ana- 
phylaxis. Gurd, wisely, it seems to me, ap- 
plies allergy to the local reactions and ana- 
phylaxis to the general, both of which ap- 
pear to be modified quick types of inflam- 
mation plus toxin effects. 

In the light of the theory advanced, then, 
the cause of sensitization in a person is the 
filling up of the tissues with whole and par- 
tially-digested protein so that enzyme T gets 
far behind enzyme P in the destruction of 
the molecules of protein. It is common ob- 
servation that the foods to which a person 
is sensitized are commonly those of which. 
he eats most heartily and frequently. 


An inference which naturally follows is 
that the converse should also be true, to-wit: 
If the proteins to which a person is sensi- 
tized can be kept from reaching the tis- 
sues until all proteins and split proteins are 
completely disposed of and enzyme T is en- 
tirely freed from the chemicals it has been 
concerned with, and the whole or partially 
digested proteins can be prevented from 
again reaching the tissues in too great quan- 
tities, the sensitization phenomena should 
be no longer in evidence. In other words, 
desensitization should have been accom- 
plished, I have proven to my own satisfac- 
tion that such actually occurs. Examples of 
desensitization will be given in the para- 
graphs discussing treatment. 


If, in sensitization, the two enzymes do 
exist according to the theory and T is 
overwhelmed sv that the split protein mole- 
cules supplied by P remain in the tissues to 
exert their harmful effects, it would seem 
that P might also be overwhelmed so that 
the whole protein of the food in question 
might be introduced into the tissues and 
not undergo digestion by P with sufficient 
rapidity to produce allergic reactions. I 
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have had at least one undoubted example of 
this. It is not easy to find cases without 
confusing complications, on which such tests 
can be conducted. Asthmatics so commonly 
use adrenalin or ephedrine, which may mask 
the results of the skin tests. Then, too, it 
is often not possible in the early stage of 
the treatment and testing of a case to be 
sure of a protein with which a person’s tis- 
sues are surcharged. My one clear-cut ex- 
ample of this phenomenon was a baker who 
worked intimately with wheat and who ate 
it freely. He had an extremely severe case 
of dermatitis. His test for wheat, made 
when he was first seen, was negative. I 
felt certain, however, that wheat must be 
his primary and main sensitizer and at 
once had it and everything else, except two 
or three articles which he had not been ac- 
customed to eating and which were undoubt- 
edly negative in the tests, eliminated from 
his diet. His improvement was promptly 
evident and with his improvement there 
was a relative increase in the severity of 
the reaction of the wheat test on his skin. 
I have had other cases in which it seemed 
that enzyme P could have more protein sup- 
plied to it than could be promptly digested 
by it. 

If whole proteins are so closely allied 
chemically that enzyme P for one may split 
others to the toxovhor stage, it would seem 
that, when enzyme P is developed for one 
protein, the tissues might be easily stimu- 
lated to develop another enzyme P, perhaps 
closely allied to the first P produced. In this 
way may we account for the readiness with 
which many persons develop multiple sensi- 
tizations? It is common knowledge that 
multiple sensitizations are the rule. 

Sensitization may exist to foods eaten in 
relatively small amounts. Peover, for exam- 
ple, is never eaten in quantities comparable 
to wheat or eggs or many of the ordinary 
articles of diet. It may be, too. that enzyme 
P for pepper is unlike that for any other 
protein to which the person is sensitized. 
In such instances the explanation may be 
that the protein is relatively difficult for 
alimentary digestion and hence may be pre- 
disposed to absorption in whole or a partly 
divested state. An analysis of my records, 
I believe, will show a prenonderance of food 
sensitizations to be against those which 
have a high cellulose content and which are 
commonly eaten in raw states. Unbroken 
cellulose material in a food inhibits ali- 
mentary digestion and would be expected to 
predispose to an absorption of proteia, be- 
fore undergoing complete digestion. 

Many factors tend to make inadequate 
alimentary digestion. Among them may be 
mentioned: Hurried eating, nervousness, 
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poor mastication, infection, over eating, 
hypo-and a-chlorhydria, and perhaps under- 
cooked and poorly prepared foods and inad- 
equate amounts of the digestive ferments. 

Hurried eating I believe to be extremely 
important as a cause of sensitization. I cite 
an example as follows: A physician who had 
been subject periodically, for several years, 
to mild pruritus of his hands and feet after 
eating cucumbers or pepper but who had 
never had trouble from milk, though he had 
used it regularly, drank a glass in as few 
swallows as possible, with no other food at 
the time, and within an hour or two devel- 
oped pruritus of the hands and feet. 

Poor mastication is certainly a cause of 
inadequate digestion. I have had a number 
of cases who developed asthma or had 
marked exacerbations after extractions of 
all of the teeth. Sensitization cases com- 
monly have few or no teeth, missing teeth, 
inadequate bridges, poorly fitting plates or 
bridges, faulty occlusion, pyorrhea, tender 
gums, etc., which admit of but poor masti- 
cation. 

The evidence that nervousness interferes 
with digestion is undisputed. Food sensiti- 
zation cases are prone to be uneasy about 
eating this or that food or even almost any 
food and, hence, are not in states to digest 
foods they may eat. Neither are these peo- 
ple exempt from other forms of nervous- 
ness. 

Over eating is regarded, by many asth- 
matics particularly, as an important cause 
of their dyspnea. They complain of flatu- 
lence and stuffiness in both the abdomen 
and the chest, and are conscious that they 
digest small or moderate amounts of food 
much better than large amounts. 

Infections, especially colds, have notorious- 
ly been predisposing factors in the develop- 
ment of sensitization phenomena. Just the 
part they play has been questionable except 
in the minds of those affected. Histories 
are difficult to interpret on this point. I 
had one case in whom the evidence and 
findings were conclusive in showing that 
infection may be a prominent factor in tend- 
ing to sensitization. A young man had the 
influenza during the 1918-19 epidemic. He 
was seriously ill for several weeks with fe- 
ver and the usual symptoms. This illness 
graded into asthma from which he suffered 
periodically for five years. I found him sen- 
sitized to about eight foods and not to bac- 
teria or other proteins. The chief offender 
was buckwheat. Even the intradermal test 
for this protein gave him marked lymphan- 
gitis, hives and, finally, after twelve hours, 
violent asthma. He had been accustomed, 
he then recalled, for a number of years be- 
fore the influenza attack, to have buckwheat 
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cakes for breakfast at intervals of perhaps 
two to three weeks. The conclusion seems 
warranted that the influenza infection de- 
pressed his digestive powers sufficiently to 
allow the absorption of buckwheat, and oth- 
er whole or partly digested protein, to such 
an extent as to overwhelm enzyme for 
these proteins. I have now had sufficient 
experiences with the administration of stom- 
ach digestants during colds to say that colds 
do depress the digestive powers and predis- 
pose to sensitization phenomena. More will 
be said of this under treatment. 

Hypochlorhydria is a potent cause of in- 
adequate stomach digestion. I have found 
a considerable percentage of sensitization 
cases to have hypochlorhydria—in a few 
cases near achlorhydria—after the Ewald 
test breakfast. I give credit to Dr. Charles 
H. Eyermann for priority in making a series 
of fractional stomach tests on asthmatics 
and calling mv attention thereto. Adminis- 
tering hydrochloric acid, I have found, has 
definite value in a notable percentage of 
sensitization cases, as will be discussed un- 
der treatment. I have no data on reduction 
of the pensin of the stomach secretions. I 
have wondered if the tendencv to eat less of 
the rich protein foods than formerlv has 
anv bearing on the etiologv of hvpochlorhv- 
dria. or if cold drinks and foods might be 
a factor in causing it. 

Inadequate pancreatic ferments. in the 
opinion of Sansum, may cause slow diges- 
tion and lead to sensitization. He has treated 
several cases by giving tablets of pancreatin 
coated to resist stomach digestion, with good 
results. 

Just what the effect of hvper-or hypo- 
motility of the stomach or intestines might 
be. or of constination, is problematical. 

The direct etiology of food sensitization, 
then, apparently lies to a great extent in 
the causes of inadequate alimentary diges- 
tion. 

If one sensitization leads to another, then 
theoretically, and on the basis of Vaughan’s 
work, one might have his first senstization 
from pollen. or from bacterial protein, or 
from animal dermal scales and be predis- 
posed therebv to develop food sensitization 
just as one food sensitization leads to anoth- 
er. I have the feeling that infection of vari- 
ous tvpes, particularly if chronic, has a defi- 
nite bearing on the development of sensiti- 
zation. ‘ 

The symptoms of sensitization depend up- 
en the organ or tissues affected. The chanc- 
es are that we are far from recognizing all 
the variety and number of conditions direct- 
ly due to foods. Duke has said that fifteen 
per cent of the population suffer from sensi- 
tizations. I suspect that his figures are too 
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low. The danger of finding sensitization 
where it does not exist is slight as compared 
with the danger of overlooking it. If in- 
flammation is really a part of sensitization, 
as Gurd and Vaughan believe, we must alter 
our concepts to a considerable extent; on 
the basis of the theories which I have pre- 
sented, the change in our concepts will not 
have to be as radical as would at first be 
assumed. The food proteins upon the skin 
often produce marked typical inflammatory 
changes which may endure for days and 
the hives preceding the inflammation may 
be inconsequential. The inflammation fol- 
lowing pollen, dermal scales, bacterial vac- 
cines and other protein tests may also be 
marked. Gurd is of the opinion that the 
correct vaccine for any given case should be 
selected according to its skin reaction. 


Food sensitizations may be suspected from 
the statements made by the patients. About 
as often as not, however, patients fail to 
hlame foods even when foods are definitely 
at fault. It is well to test for food sensiti- 
zation, irresvective of the type of the symp- 
toms, whenever the symptoms are out of 
proportion to the discoverable pathology. 

Among the types of sensitization from 
food which I think I have found, are: asth- 


ma, dermatitis, pruritus, hives, pharyngitis, 
hronchit's, migraine, general nervous system 
depression, cystitis, flatulence, rheumatism, 


rhinitis and neuritis. I wish to make the 
suggestion that neuralgia, perchance tri- 
geminal, nsoriasis, certain cases of cardiac 
irregularities and certain cases of hyperten- 
sion, may be due to food sensitization. Wil- 
liam Lintz also has suggested that hyper- 
tension may be a sensitization phenomenon. 

So far as I know, no one else has suggest- 
ed that flatulence is the result of food sensi- 
tization. The observation would seem to be 
of great importance, as treatment in line 
with the theory advanced ordinarilv gives 
brilliant results. Flatulence is a condition of 
which many cases of one sort or another 
complain with considerable emphasis. Their 
common term for it is “gas.” I am con- 
vinced, from the way the patients complain 
of it, that at times it must be very annoy- 
ing. One intelligent patient assured me that 
she had a great deal of “gas” after almost 
any food but especially after certain foods. 
On making the protein skin tests for foods 
I found that those which she said gave her 
the most “gas” produced definite and some- 
times marked skin reactions. The skin tests 
made intradermally, even, seemed to cause 
“gas” in her alimentary canal. It would be 
expected that the digestants given with the 
food would be a specific for the flatulence 
and, in a number of cases, I have found such 
to be the case. 
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I have had one case with rheumatic or 
rheumatoid pains which came from certain 
foods; at any rate, the withdrawal of the 
food in question caused a prompt relief of 
the condition. ‘ 

In my records are several examples of 
neuritis thought to be the result of sensiti- 
zation. These cases have not responded to 
the usual treatment of withdrawal, as have 
other cases of sensitization phenomena, and 
suspicion exists in my mind that I may 
be wrongly interpreting the cause of the 
neuritis, at least in instances. I have had 
one case simulating trigeminal neuralgia 
and migraine which had strong indications 
of being a sensitization phenomenon. The 
administration of digestants has brought 
about definite improvement in the case. 

I have reported elsewhere one bladder sen- 
sitization to food which was cured by with- 
drawal of the offending foods. I have had 
two other cases which apparently belonged 
in the same class but about which there re- 
mains doubt. 

I have had several cases who have had 
stuporous attacks associated with asthma, 
which undoubtedly came from foods. 

At least two cases with cardiac irregu- 
larities were believed to come from sensiti- 
zation—to food proteins in one case and to 
bacterial proteins in the other. 

Dermatitis and hives are well recognized 
as sensitization phenomena. Pruritus is per- 
haps not so well established as from the 
same cause. I have seen a number of cases 
in which pruritus was definitely the result 
of eating certain foods. In several instances 
the pruritus preceded inflammation of the 
skin. 

Pharyngitis as the result of food sensiti- 
zation, it would seem, should be no novelty. 
I found one extremely severe case in which 
the cough was maddening and everything 
but adrenalin or ephedrine had been tried 
for months with absolutely no relief. After 
one dose of adrenalin followed up with ephe- 
drine and a digestant mixture there was no 
more coughing. I have thought, since, of 
numerous cases which I have treated in the 
ae which might have been analogous to 
this. 

Bronchitis without asthma, or even dysp- 
nea, should be fairly common. Whenever 
there are bronchitis findings, sensitization 
to foods should be held in mind. 

Rhinitis, especially of the vasomotor type, 
is most commonly due to pollen. It must not 
be forgotten that it may be due purely to 
food, and also that hay-fever can be com- 
plicated with food sensitization rhinitis. I 
have found that a surprisingly large num- 
ber of thay-fever patients are benefited by 
administration of a digestant mixture with 





392 


meals. The thought has come to me, too, 
that perchance a part of the pollen which 
causes hay-fever reaches the system by way 
of the gastrointestinal tract. 


At least four cases of psoriasis have been 
encountered in definitely food-sensitization 
cases. In one case, spots of psoriasis ap- 
peared at the sites of a number of the intra- 
dermal tests for the foods. 

Hypertension has been met with, by me, 
in a number of sensitization cases and the 
suggestion is offered that sensitization may 
play a part, at least, in its etiology. It seems 
rational that the blood vessels might be nar- 
rowed by changes in their walls analogous 
to those changes in the bronchi in asthma. 
While treatment in a limited number of 
eases has, so far, been encouraging, I can 
add nothing more. 


The diagnosis of food sensitizations, par- 
ticularly of severe types, in the light of the 
theory I advance, should be as thorough as 
is possible. The intradermal method, being 
the more delicate, is the method of choice. 
The reading of the reactions should be close 
and include the hives and the subsequent 
inflammatory areas for as long as they en- 
dure. I measure and record them in milli- 
meters. Any reaction above ten millimeters 
calls for an elimination of the food causing 
it, from the diet, until later tests for that 
food are negative. Whether the aids to di- 
gestion will allow the mildly reacting foods 
to be continued in the diet and yet have de- 
sensitization of those foods to result, is a 
question which I have not answered. Theo- 
retically such should be the case. 

It must be kept in mind that foods which 
produce sensitization phenomena may not 
give positive reactions even when the tests 
are applied intradermally. In such instances, 
the food addition method, which I reported 
at the San Francisco meeting of this society, 
may be of assistance in locating the offend- 
ers. This method consists in having a lim- 
ited number of foods in the diet for a time 
and observing their effects. Changes in the 
det are made until a diet is found which 
causes little or no trouble; then one food at 
a time is added and its effect is observed. 
It is necessary to remember that foods have 
delayed reactions and may not produce un- 
toward results for hours after being eaten. 

In mild sensitizations it may not be nec- 
essary to make the skin tests. Administra- 
tion of the digestant may suffice, after a 
short time, in effecting a cure, especially if 
the digestant is continued for a considerable 
period. 

The treatment of sensitization cases 
should aim at ultimate complete desensitiza- 
tion. The first object should be to make 
the patient reasonably comfortable so that 
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the investigations that are indicated may be 
made with deliberation under as few confus- 
ing conditions as possible. It may or may 
not be feasible to make early tests of the 
patient’s stomach digestion. In the aged 
and in young children it is usually advis- 
able to empirically supply digestants unless 
there are definite contraindications. In those 
who are tested and found to have hypo- 
chlorhydria the hydrochloric acid alone, or 
in combination with pepsin and perhaps with 
calcium iodide, should be given. The pre- 
scription which I have been using is as fol- 
lows: Calcium iodide, four drams; dilute 
hydrochloric acid, four ounces; and quantity 
sufficient of elixir lactated pepsin to make 
eight ounces. I am not satisfied of the ad- 
vantage of either the pepsin or the calcium 
iodide in the digestant mixture. In a group 
of cases, I have used the hydrochloric acid 
by itself and am not sure but what the re- 
sults are equally as good as where pepsin 
and calcium iodide are used with the hydro- 
chloric acid. In other instances, I have com- 
bined small amounts of ephedrine with the 
hydrochloric acid. In still other cases, I 
have used the ephedrine only as indicated 
by the symptoms and the dilute hydrochlo- 
ric acid with meals, and am inclined to 
think this is the preferable procedure. The 
calcium was added to the mixture because 
Lintz has claimed such splendid results with 
it and, further, because calcium has been 
almost universally advised in these condi- 
tions. 

When results are not obtained by means 
of the digestant, the skin tests must be 
made and all reactors, or at least the severe 
ones, eliminated from the diet. It goes with- 
out saying that it may be necessary to as- 
certain if there are sensitizations to pollen, 
dermal, bacterial or other proteins, which 
may have to be taken into consideration. 

My idea that digestants might be of value 
in the treatment of sensitization phenomena 
dates back a number of years, but did not 
crystallize into application until I met a 
man, about eighteen months ago, who told 
me that he always carried a vial of hydro- 
chloric acid and pepsin in his pocket to use 
whenever he unwittingly ate egg. Asthma 
resulted, in him, from egg unless he also 
took the digestant. A chemist for a mine in 
Cripple Creek had given him the mixture 
formula which he found worked success- 
fully. 

The first case treated by me with the ad- 
ministration of hydrochloric acid and pep- 
sin was a child who had extremely severe 
asthma which I suspected, from the history, 
of coming from food. This case is an ex- 
ample of the empirical use of the digestant. 
The child was about six—too young for 





+ @® 


- SiO Mi ao Ss 


cae tt ef wae | we SS Ow CC 


Te ww eV COUR ee 


SEPTEMBER, 1928 


stomach testing with the Ewald breakfast. 
Within about a week the child was entire- 
ly free of signs of asthma; then one evening 
the mother gave the child a bread and milk 
supper with strawberry jam, giving also, 
she said, the digestant mixture. Before 
morning the child was in a frightfully se- 
vere attack of asthma. The mother was 
then instructed to keep the child on the gen- 
eral diet she had been using and the digest- 
ant, and to bring the child to the office as 
soon as he was over all signs of asthma. 
Three tests for milk, six for wheat and one 
for strawberry were applied. All the milk, 
and all the wheat tests, reacted severely. 
The strawberry was negative. The conclu- 
sion seemed warranted that the child’s nat- 
ural digestive powers were inadequate to di- 
gest the bread and milk and possibly other 
offending foods in the amounts ordinarily 
present in his general diet. Even with the 
aid of the hydrochloric acid and pepsin he 
was unable to digest a full meal of bread 
and milk so that the whole or partially split 
protein would not reach the tissues. Other 
cases might be presented to substantiate 
this conclusion. 

The sensitizations of children are likely 
to be from food and they often do well on 
the digestant mixture without its being nec- 
essary to make the skin tests. It is often 
advisable to eliminate from the diet, for a 
time, those foods which the histories of the 
cases disclose are probably the offending 
foods. The foods which the children like the 
best and eat in greatest quantities are the 
probable causes of the sensitizations. This 
fits in with my theory and seems to work 
out practically. 

Certain persons have asthma only when 
they have colds. In these cases the digestant 
may need to be given only during the period 
of the colds. I believe, however, that it is 
wise to keep up the mixture in the interims, 
at least for a while. I have found that, even 
in the periods when there seem to be no 
signs of asthma, careful examination, espe- 
cially with a number of forceful exhalations, 
will disclose mild asthmatic rales. The con- 
clusion is obvious that there are slight re- 
sults of sensitization even without the pres- 
ence of colds. My interpretation of such 
cases is that the colds depress the, at best, 
poor digestive processes to a point which ad- 
mits of whole or partially digested protein 
reaching the mucous membrane for absorp- 
tion in amounts to cause a “blow-up.” 

I have had one case who had normal 
amounts of hydrochloric acid with the 
Ewald breakfast and whose asthma was 
cured by administration of the digestant, 
without eliminating the offending foods 


from his diet. Such instances are rare for. 


393 


the reason that most food sensitization cas- 
es have hypochlorhydria. 

Flatulence, milk dermatitis, hives, pru- 
ritus and other mild food sensitizations, 
usually respond with reasonable promptness, 
according to my experience, to an adminis- 
tration for a short time of the digestants. 
My experience with the unusual types of 
food sensitizations is as yet too meagre to 
warrant any statement as to the influence 
< the administration of digestants upon 
them. 

Sensitization cases should all be instruct- 
ed to have as varied a diet as possible, to 
eat slowly, to masticate every bite thorough- 
ly and to keep in a cheerful frame of mind, 
especially when eating, to have regular 
stated hours for meals and to have all in- 
fectious processes treated seriously in the 
incipiency. The dentist should be called up- 
on to make thorough mastication possible. 
The entire family of each case should be in- 
structed by the physician to lend support to 
the program for the patient. This para- 
graph also applies to prophylaxis of sensiti- 
zations. 

The suggestion also arises that digestants 
might be given in cases of infectious pro- 
cesses for I have had enough results now to 
make me certain that desensitization re- 
sults in cases where all offending foods are 
eliminated from the diet sufficient lengths 
of time. In hives and mild early sensitiza- 
tions, a week to ten days of strict elimina. 
tion may suffice to allow the patient to re- 
turn to a regular diet with safety. The 
chances are, in my opinion, that desensitiza- 
tion is usually not complete in this time. In 
the severe cases desensitization may require 
months of elimination of all offending foods. 
Skin tests have proven to me that desensiti- 
zation does result, much as would be expect- 
ed from a study of the theory presented. 

SUMMARY 

A theory is advanced to the effect that 
there are two enzymes developed when 
whole protein reaches the tissues; P splits 
the whole protein to the haptophor and tox- 
ophor, or comparable, stages and T splits 
the toxophor portions of the molecule. If 
the toxophor group is not destroyed as rap- 
idly as it is formed, sensitization phenomena 
are produced which may be typically al- 
lergic, anaphylactic or inflammatory. The 
task for enzyme P is simple, whereas that 
for T is difficult. A number of reasons are 
advanced to explain why the task for en- 
zyme T may be harder than that for P. 

Evidence is presented that bacterial in- 
flammation may be responsible for the de- 
velopment of food sensitizations. One sensi- 
tization leads to another so that multiple 
sensitization is the rule. An important 
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cause of food sensitization is inadequate 
digestion in the stomach and, possibly, in 
the upper intestinal tract. 

Among the phenomena which may result 
from food sensitization are: asthma, derma- 
titis, pruritus, hives, pharyngitis, hay-fever, 
flatulence, cystitis, rheumatism, neuritis, 
migraine, neuralgia, general nervous system 
depression and, possibly, psoriasis, cardiac 
irregularities and hypertension. 

Treatment by giving a digestant produc- 
es splendid results, especially in the mil 
and early cases of food sensitization. In 
serious cases and those which do not re- 
spond to the digestant, careful testing by 
the intradermal method, one food protein at 
a time, of all possible offenders should be 
done and all marked reacters, at least, elirm- 
inated. 

Desensitization results, at least in portion, 
of the cases when all offenders are eliminat- 
ed a sufficient length of time. On the basis 
of the theory presented, desensitization 
should result in all cases if the elimination 
is thorough and protracted enough. In mild 
cases a few days or a few weeks of elimina- 
tion of the offenders will suffice, but in ag- 
gravated cases the elimination may have to 
be for months or even longer. The prescrip- 
tion which I have used, in the main, as a 


digestant consists of four drams of calcium 
iodide, four drams of dilute hydrochloric 
acid and enough elixir lactated pepsin to 


make eight ounces. For a full meal two 
drams are advised, taken in a full glass of 
water or fruit ade sipped slowly with the 
food. A smaller meal may have proportion- 
ately less of the digestant mixture. 

The diet should be as varied as possible. 
Over-eating, especially of any one food, is 
to be avoided. Thorough mastication, slow 
eating and best possible mental state are 
extremely important. 

It is an excess of protein in blood and 
tissues which leads to sensitization; hence, 
avoiding excess of any article is the best 
prophylaxis. 





INJURIES TO ABDOMINAL VISCERA 
HILARY D. KETCHERSIDE, M. D. 
Yuma, Arizona. 

(Read before thea Thirty-seventh Annual Meeting 
of the Arizona State Medical Association, held at 
Tucson, Arizona, April 19 to 21, 1928.) 

I shall limit the scope of this paper to in- 
juries without external wound. In studying 
this type of injury, I was greatly impressed 
with the difficulty in making a proper diag- 
nosis, and, in view of the increasing fre- 
quency of these injuries and the importance 
of an early diagnosis, I felt a review of the 
subject might be of value. 

These injuries are usually produced by 
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blows upon the abdomen, and’ the small 
amount of force required to produce severe 
injury is sometimes surprising. On the oth- 
er hand, I have seen cases where the wheel 
of an automobile passed directly across the 
abdomen without producing internal injury. 
The condition of the abdominal muscles, 
whether relaxed or contracted, and the con- 
dition of the stomach and bladder, whether 
filled or empty, seems to make a very great 
difference. 
SIGNS AND SYMPTOMS 

While there is apparently a definite train 
of symptoms, it is often extremely difficult, 
if not impossible, to differentiate a simple 
contusion of the abdominal wall from severe 
internal injury, as the same symptoms may 
be present in either condition. 

Shock to some extent is present in all 
cases but may be slight or of only short 
duration and may also be present in simple 
contusions, so is not a very reliable sign un- 
less persistent. 

Pain, if persistent or localized, is a valu- 
able sign, especially if it is increased by mo- 
tion, pressure or deep breathing. 

Rigidity is the most reliable of all signs 
and, if persistent or progressive, is almost 
pathognomonic. 

Hemorrhage is indicated by pallor, thirst, 
rapid pulse and lowered blood pressure, but 
even in severe injuries there may not be 
sufficient hemorrhage to produce these 
signs. 

Blood in vomitus, stools, or urine is a val- 
uable sign when present. 

The other signs, such as tympanitis, ob- 
literation of liver dulness and respiratory 
changes, are of little value. 

Unless there are signs of hemorrhage or 
blood in vomitus, stools, or urine, it is usual- 
ly necessary to keep the patient under ob- 
servation for a few hours. 

TREATMENT 

The mortality rate is higher than in in- 
jury from penetrating wounds, which is ex- 
plained only by a lack of early diagnosis or 
a tendency to follow the expectant treat- 
ment too long. Early exploratory laparotomy 
is the only sane treatment. Early operation 
does not mean immediate operation in all 
cases. Often a delay of five or six hours is 
advisable. If a patient is in shock, a little 
time to rally will improve his chances and a 
patient who will not react from the shock of 
his original injury will certainly not with- 
stand the additional shock of operation. 

I believe that, for a few hours following 
visceral injury, peristalsis is stopped and 
that, even though a hollow viscus has per- 
forated, there is very little additional soiling 
during the first few hours; therefore, a de- 
lay of three or four hours may improve the 
chances of recovery. 
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CASES 

Elizabeth, five years old, was struck by fender ofa 
slowly moving autoniobile. She showed no external 
signs of injury and parents insisted “she just had 
her breath knocked out.” She was pale, and had in- 
creased thirst, rapid pulse, and was cold. We de- 
layed operation about six hours. On opening the ab- 
domen we found it filled with blood. The spleen was 
ruptured, torn from its pedicle, and floating free 
in the abdomen. The liver was ruptured. There was 
an hematoma in stomach wall and blood in intestines. 
She had niade am uneventful recovery and was dis- 
charged from hospital in twenty-one days. 

Jose, five years old, was run over by automobile, 
the wheel passing directly across his abdomen. Tle 
skin on the abdomen showed red mark of the tire 
tread. He showed slight shock and his abdomen 
was rigid and tender. We decided to delay opera- 
tion a few hours. In a few hours the tenderness, 
rigidity and shock had so completely subsided that 
operation was never done. He was discharged on 
the third day. 

DISCUSSION 

DR. H. T. SOUTHWORTH, Prescott, Ariz., (open- 
ing): I can recall three cases of the class spoken 
of. The first was a man who was kicked in the 
abdomen by a mule. He had absolutely no mark 
on the skin, no redness whatever, and I think the 
fact he did not have some such sign is the chief 
reason he died from peritonitis. This patient argued 
like a lot of people who believe that if you can 
move the fingers there is no fracture of the arms; 
he said that there was no internal injury because 
there was no mark on the skin and the consultant 
agreed with the patient and asked for more time, 
and during that time he developed peritonitis. 

The second case was a man who had a dump 
wagon run over him. He had absolutely no mark 
but was operated, ruptured viscus found, and he 
recovered very promptly. 

The third case was a fairly recent one, in which 
I was consultant. A man was opening a gate which 
closed by weight and chain. When the gate swung 
shut, the man got his foot caught in the chain and 
fell over the stake to which chain was attached. 
He first fainted and then had acute pain; was tak- 
en into the house and vomited, but did not call the 
physician for about ten hours. The man lived thirty 
miles out and by the time he came in, he was in 
bad shape. He died. There was no mark on the 
abdomen. 

In each of these cases, some viscus was rup- 
tured. The disappointing features that Dr. Ketcher- 
side mentioned were present. When you have these 
cases, you should decide that it is a surgical belly 
without trying to decide whether it is liver, spleen, 
or some hollow viscus, proceed to get in, repair 
the damage and get out. 

DR. V. A. SMELKER, Nogales, Ariz.: I have 
seen a few of these cases. In the case of one man 
who was injured in an auto wreck, I was called in 
consultation on the second day. Man was passing 
blood and there was a large hematoma or swelling 
over the area of the left kidney. X-ray showed three 
ribs broken on the left side, but there were no ex- 
ternal injuries. We concluded the left kidney should 
be removed and did remove it; the kidney was 
badly lacerated and patient was very weak, but 
rallied. Blood continued to come from the bladder 
and on the fifth day after operation patient died 
of uremia. No doubt, there was a double sub- 
cutaneous rupture of both kidneys. This case 
should demonstrate that kidney diagnosis is never 
accurate without definite kidney study. However, 
in thiss case we did not suspect anything wrong 
with the right kidney; there was no tenderness or 
swelling on that side and the blow was on the left 


side. The right kidney area showed no traumatism - 


395 


whatever and the patient never complained of the 
right side. 

The second case was that of a little boy who 
was kicked by a horse. We made a diagnosis of 
internal hemorrhage. The left flank was filled with 
fluid and we opened there. The spleen showed nu- 
merous shallow lacerations. The hemorrhage had 
stopped and we proceeded contrary to the usual 
surgical procedure, which would have been to re- 
move the spleen. We left the spleen in and packed 
thoroughly, leaving the pack in for eight days, and 
the boy recovered. 

The third case is the only case I have ever had 
with ruptured pancreas. A man was held up by 
bandits in Mexico three weeks before, and beaten. 
Had a large tumor in the upper abdomen, chiefly 
fluid, about the size of a large grape fruit. There 
was no free fluid in the abdomen; stomach was 
pushed forward with tumor mass behind it. We 
opened the peritoneal cavity and found a large 
amount of brownish bloody fluid and, on lifting the 
transverse colon, we could see, through the pos- 
terior peritoneum, hemorrhagic areas over the pan- 
creas. We opened the cavity and the man recov- 
ered. 

With regard to the kidney case, both Dr. Bliss, 
who assisted me in that case, and I looked through 
all our available literature, and did not find re- 


ported any case of double kidney rupture. 

DR. J. M. GREER, Phoenix, Ariz.: This paper of 
Dr. Ketcherside’s is very timely. The things that 
can happen in the abdomen without external injury 
are certainly very interesting. Without opportun- 
can recall three in- 


ity to refer to case histories, I 
stances of such injuries. 

One was an auto accident in which a man, weigh- 
ing about two hundred pounds, going very slowly, 
turned over on a soft shoulder of dirt; he tried to 
jump out and bent over the door, which did not 
come open. He entered the hospital in great shock. 
On opening the abdominal cavity, we found a rup- 
ture of the transverse colon clear into the mesen- 
tery, without a sign of external injury. 

The second case was that of a young man who 
was hit by a discus in a field meet. There was no 
evidence of external injury, but he grew gradually 
worse and died. On autopsy, the liver was found 
to be ruptured. 

The third case was that of a mine worker who 
was struck over the abdomen. He had a rigid ab- 
domen and we recommended operation, which was 
refused. He left the hospital and, about five days 
later, developed general peritonitis and died, as 
told me by another practitioner. 

If we can ever get Dr. Sweek’s abdominoscope 
perfected so that we can look in and see what is 
going on, it will be a great help. 

DR. W. O. SWEEK, Phoenix, Ariz.: I have one of 
these cases. He was a Jap, 35 years old, who was 
riding a bicycle along the street when he was 
struck head-on by an auto. The tibia and fibula of 
each leg were broken and he was struck by the 
auto lamp over the abdomen. He was taken to the 
hospital by the man who hit him. The patient did 
not make much complaint about the belly, though 
there was rigidity, and I wanted to open the ab- 
domen and see what was wrong. As I was young 
and inexperienced, the man who struck him wanted 
his own doctor and would not allow the operation. 
We waited twenty-four hours and by this time gen- 
eral peritonitis was evident. A midline incision 
was made and several perforations of the small 
bowel were found. Much feces was washed out and 
strip rubber put in as drains. However, the man 
died. 

With regard to Dr. Greer’s remark about the ab- 
dominoscope. I have had two patients who I 
thought might have something in the belly, and I 
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poked the abdominoscope in and tried to find some- 
thing; I did not find anything, but will keep on pok- 
ing it in. It does not do the patient damage and is 
useful in such conditions as tubal pregnancy and 
such injuries as these. 

DR. J. A. KETCHERSIDE, Yuma (closing): When 
I spoke of delay, I did not mean twenty-four or 
thirty-six hours. If it is obvious that a man is in- 
jured inside, there is no need for any delay, unless 
he is in shock. I believe the majority of such cases 
are borderline, and we do not know whether they 
have internal injury or not; fully fifty per cent 
turn out not to have. I had a man, just before 
leaving home, with every symptom of internal in- 
jury along with broken ribs; abdomen was rigid, 
etc. After a few hours it all cleared up and proved 
to be irritation from the broken ribs. We see a 
lot of cases who have rigidity for a few hours. I 
just wanted to know how to diagnose these cases 
without waiting, but no one has told me how to 
do it. 





SOME REMARKS ON FRACTURES 
J. M..GREER, M. D., 
Phoenix, Arizona 

(Read before the thirty-seventh Annual Meeting 
of the Arizona State Medical Association, at Tucson, 
Arizona, April 19 to 21, 1928.) 

In presenting this paper I do not claim 
anything original. I do not expect to con- 
vey any great or special message on the 
subject. If this paper will stimulate more 
interest in the subject of fractures; if it will 
stimulate some discussion on the subject of 
fractures—particularly along the line of the 
period of disability of individuals who have 
sustained fractures—if it will stimulate the 
members of our profession within my hear- 
ing to more careful thinking on the subject 
of fractures, I shall consider that my efforts 
in presenting this paper will have been 
worth while. 

As Dr. Scudder of Boston said, before the 
section of Orthopedic Surgery of the Ameri- 
can Association, at Washington, D. C., 1927: 
“The treatment of fractures is today the 
most important subject in surgery, without 
any exception. It is important for three rea- 
sons: 

“1. The severity of the injury to the whole 
individual in a case of fracture. 

“2. The need for developing a sane judg- 
ment and deciding at the outset on a line 
of treatment suitable to each case and the 
treatment to be carried through to the con- 
clusion of the case. 

“3. The generally unsatisfactory ideas of 
treatment prevalent throughout our profes- 
sion. 

“The loss to industry alone from poorly 
treated and maltreated fractures is estimat- 
ed at millions of dollars annually.” 

As you all know, it is generally thought, 
among surgeons, that the treatment of frac- 
ture is very unsatisfactory and many sur- 
geons would rather not treat them at all. 
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They just treat them because they cannot 
very well avoid doing so. 

About 1922, a representative group of sur- 
geons tried to prepare an outline with the 
aim of simplifying and standardizing the 
treatment of the more common fractures. 
This has been adopted by the American Sur- 
gical Association. It might be well for us to 
consider briefly this outline: 

I. First-aid treatment. Avoid causing any 
additional injury. 

1. “Splint ’em where they lie.” 

2. Avoid any unnecessary manipulation. 
3. Transport with extreme care. 

4. Treat any existing shock. 

II. Examination. As complete and thor- 
ough an examination as possible, without 
causing any additional injury, should be 
made. 

1. Begin with painless procedures. 

2. Search for crepitus and abnormal mo- 
bility only when these symptoms are abso- 
lutely essential. The manipulation required 
to solicit them causes additional injuries. 

3. Rule out, if possible, other associated 
injuries, especially of nerves. 

4. Elicit objective symptoms, which will 
be painful, only under anesthesia. 

5. Roentgen-ray examination should be 
made as early as possible. Roentgenograms 
should be taken in two planes, stereoscopic 
when necessary; they should be of suffi- 
cient size to cover the injured area and 
should be studied with extreme care. 

III. Diagnosis. The simple diagnosis that 
a fracture exists is not sufficient. All de- 
tails of pathology of the soft parts, as well 
as of the bone, should be considered, so as 
to visualize properly the problem of obtain- 
ing and maintaining reduction, as well as 
the problem of repair and its probable dura- 
tion. 

IV. Treatment. Each fracture should be 
considered an individual problem, and the 
treatment should be directed upon, not only 
the injury to the bone, but that of the soft 
parts, as well. The pathological changes fol- 
lowing a fracture interfere markedly with 
the ease of reduction of displaced fragments, 
and, of course, influence the period of disa- 
bility. These changes begin very soon after 
injury. Infiltration of the adjacent soft 
parts, coagulation and later organization of 
the blood clots, are the most important. 

OBTAINING REDUCTION 

Reduction of any existing displacement 
should be made as soon after the injury as 
possible. Do not wait until the “swelling 
goes down,” as was the custom of many sur- 
geons not so long ago. Do not even wait too 
long for x-ray examination. 

Reduction should be as gentle as possible, 
and as complete as the individual case re- 
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quires. It may be controlled by fluoroscopic 
examination in appropriate cases, and should 
be checked by roentgen-ray examination as 
soon as practical. Manipulation should be 
carried out under an anesthetic, with but 
few exceptions. If complete or satisfactory 
reduction is not attained at the first at- 
tempt, further attempts at reduction should 
be made as soon as the need is recognized. 
MAINTAINING REDUCTION 

Decide in each case the peculiar problem 
presented in that particular case. Select the 
apparatus according to the case. Develop an 
idea of the apparatus that is needed for im- 
mediate use and that will be needed for sub- 
sequent use. A decision will have to be made 
as to how early such apparatus can be tem- 
porarily discarded to allow for massage and 
motion, and how long it should be worn in 
order to protect against further injury. Re- 
member that repair in cancellous bone is 
more rapid than in cortical bone. 

Also remember that rapidity of repair 
will depend very largely on the blood sup- 
ply of the fragments. Remember that there 
is such a thing as atrophy of disuse, in bone 
as well as muscle. The inherent value of 
any anparatus is of less importance than the 
skill with which it is used. It is not so im- 
portant to use good apparatus, although that 


is important, but rather to use the apparatus 
that is at hand with the utmost skill. 

Circular plaster bandages are permissible 
only when completely divided in at least one 
line. 


MASSAGE AND MOVEMENT 


If carefully and gently carried out, mas- 
sage and rovement can be of the greatest 
help. They can also cause much harm. Dif- 
ferentiation must be made between the vari- 
ous movements of massage and movement. 
In massage there may be: 


a. Gentle stroking without deep pressure. 

b. Stroking with deep pressure. 

c. Kneading. 
and in movement: 

a. Guided active motion. 

b. Unaided active motion. 

c. Passive motion. 
With these various forms kept in mind they 
may be begun as soon as there is not danger 
of any additional injury or any displace- 
ment of the fragments. Gentle massage and 
movements may cause discomfort but should 
never cause actual pain. Forced passive 
movements usually means harmful stretch- 
ing or tearing of soft parts and makes ad- 
ditional repair necessary. 

THE USE OF THE X-RAY 

It is wise to examine all injuries, and 

especially those that are near or involve a 
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\ 
joint, with the x-ray, as many fractures 
have been overlooked. 

Two views at 90 degrees or stereoscopic x- 
rays, should be made. 

Care should be taken in placing the pa- 
tient to avoid distortion, which might not 
only exaggerate a slight displacement but 
might minimize, in appearance, a marked 
displacement, which would be worse. Ut- 
most care must be taken in removing dress- 
ings, as many times it is necessary to re- 
move dressings in order to get an accurate 
diagnosis. The surgeon should remember 
that the x-ray man does not like to do this 
and, if the case is one in which there is the 
least danger of displacement, the surgeon 
should accompany the case to the x-ray de- 
partment. Of course, opaque metal splints 
are not used any more. 

It is well to radiograph before and after 
reduction of fractures, but, by all means, 
take roentgenograms afterwards and pre- 
serve them. These are many times very val- 
uable in case of subsequent disability, which 
may be layed to improper treatment. Roent- 
genograms may clearly show that the result 
is the best obtainable under the circumstanc- 
es. The fluoroscope should never be depend- 
ed upon for the primary diagnosis of frac- 
ture, esnecially in the region of a joint. Al- 
wavs make a roentgenogram for study and 
record. 

Fluoroscopic reduction should never be 
made a routine procedure. because of the 
dangers entailed. Dr. William Bowman, 
radiologist. of Los Angeles, does not believe 
in it at all because of the dangers. He al- 
ways makes films and develops them quick- 
Iv, while the patient is still in the room, and 
then better reduction may be attempted if 
indicated. There are many instances, how- 
ever. in which fluoroscopic reduction seems 
indispensable. 

Prognosis may be indicated, in some in- 
stances, from the x-ray, as, in the neck of 
the femur, from comminution or from in- 
ability to coapt the ends of the fragments 
properly or satisfactorily. The progress of 
healiny or union can be watched, and the 
x-ray shows when complete union has tak- 
en place. 

OPERATIVE TREATMENT 

Operative treatment is indicated when a 
satisfactory reduction cannot be obtained 
and maintained by non-operative methods. 

It has been held by some, and especially 
by insurance companies, that operative - 
treatment materially complicates the case 
and prolongs the disability. This is probably 
not true, aside from the psychological side, 
as a fracture in which operation is indi- 
cated is one in which the disability would 
be prolonged, or perhaps permanent, with- 





398 


out operation. And disability would be short- 
ened, and perhaps permanent deformity and 
disability prevented or minimized, with op- 
eration. 

In other words, one cannot speak in gen- 
eral terms and say one does not believe in 
the operative treatment of fractures. The 
problem has to be worked out for the indi- 
vidual case. Some cases, we know from ex- 
pereince, are best treated by operation, and 
other cases may ‘be treated equally well by 
the operative or closed method, depending 
somewhat upon the surgeon in charge of 
the case. Many times it takes more skill to 
successfully treat a fracture by the closed 
method than by operation. 

I believe there is a tendency to operate 
less now than a few years ago. With the 
development of more efficient apparatus 
and the stocking of better equipment in the 
hospitals, cases that formerly were thought 
operative are now successfully treated by 
the closed method. 

Some very excellent surgeons almost have 
a rule to make an earnest attempt to treat 
all fractures by the closed method. This in- 
cludes several attempts at reduction before 
they will consider the open method. They 
try to keen themselves in the mental atti- 
tude that, if they cannot treat the case suc- 
cessfully bv the closed method, they have 
failed and they must resort to operation to 
bring them out of their failure. 

It would seem that this is going a little 
too far and that a more middle ground 
should be taken. For we know, from the 
first, that there are fractures which can be 
treated better by operation. No less an 
authority than Scudder of Boston states and 
teaches that the operative treatment of frac- 
tures has a very definite place in surgery. 
However, Scudder lays down some very defi- 
nite requirements for surgeons and hospitals 
before attempting the operative treatment 
of fractures. 

Internal Splinting. In the operative treat- 
ment of fractures it is not always necessary 
to use foreign material for internal splints. 
Many times open reduction is all that is nec- 
essary and then proper retentive apparatus. 
The tendency is to use absorbable material, 
rather than metal. M. S. Henderson, of 
the Mayo Clinic, and William L. Bell, of Oak- 
land, both use absorbable material, as do 
many other good surgeons. Beef bone 
screws and plates are becoming more fa- 
vored. 

PROGNOSIS 

This is a very difficult thing to deter- 
mine, and, except in a very general way, 
usually cannot be determined at the time of 
injury. For example, we might say that 
the period of disabliity in a fracture of the 
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radius is four to six weeks. This would 
probably be true in many cases of fracture 
of the radius; yet this would be modified 
by (1) the type of fracture, (2) the success 
in reduction of the fracture, (3) the associ- 
ated injury of the soft parts, (4) the gen- 
eral condition of the patient, and, (5) the 
ability of the patient to throw out callus. 
As has been said previously, the x-ray is a 
help in determining the amount and the 
character of the callus. 

The disability from a fracture of the neck 
of the femur might be variously estimated 
at from six to nine months. This prognosis 
is only general, and should be checked up 
from time to time during this period by 
x-ray examination. It is very necessary, 
from the standpoint of insurance companies 
and industrial commissions, to determine as 
accurately as possible these periods of dis- 
abilitv. If anv table could be compiled that 
wold he at all accurate, it would be a great 
help. From the standpoint of the insurance 
company, it is better to over-estimate rath- 
er than underestimate the period of disabil- 
itv. It should be the rule of every surgeon 
to make as accurate an estimate as possible, 
at the time of iniury. of every fracture com- 
ing on his service, rather leaning to over- 
estimate than to under-estimate it. 

Subseauent renorts of the case should be 
made at reriods of two weeks, and, as time 
goes on, and with sufficient exverience, it 
will be nossihle to more accurately estimate 
the periond of disability in fractures. 





FRACTURES OF THE FEMUR WITH 
CASE REPORT 
HAL W. RICE, M. D. 
Morenci, Ariz. 

(Read before the thirty-seventh Annual Meeting 
of the Arizona State Medical Association, at Tucson, 
Arizona, April 19 to 21, 1928.) 

In this industrial age more attention than 
ever before is being given to the time lost 
from work because of accidental injury. 
From this standpoint there is no group of 
fractures as important as those of the fe- 
mur. According to the revort of the British 
and American Fractures Committees’ the 
average time lost in simple fracture of the 
femur (all sites) was 7% months; of the leg 
(all sites) was 4% months: of the head and 
neck of the humerus, 2% months. 

The discrepancy in compound fracture is 
greater still, as follows: compound fracture 
of the femur, 13 months: of the leg, 6 
months; of the upper extremity, 4 months. 

The obvious reasons for a comparatively 
Jong disability period in femur fractures are 
that it is the largest bone in the body and 
consequently requires a greater and longer 
bodily effort at repair, and also it affords 
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attachment to the strongest and heaviest 
of skeletal muscles and fascial planes, which 
accounts for a fracture deformity particu- 
larly hard to overcome. 


Fractures of the femur are classified, ac- 
cording to location, into three groups: (1) 
those of the upper end, (2) of the shaft, 
and (3) of the lower end. Upper end frac- 
tures are generally of the neck, fractures of 
the head or great trochanter alone being 
very uncommon. But breaks of the neck of 
the femur are not unusual, comprising about 
one-third of all fractures in the aged (past 
70), and are classified into two main groups, 
viz., through the neck, or intracapsular, and 
at the base of the neck, or extracapsular. 
Formerly it was considered important to 
diagnose whether the line of the fracture 
was intra- or extracapsular, but it is now 
recognized that the real determining factor, 
from the clinical standpoint, is the existence 
or nonexistence of impaction. Of the two 
classes of neck fracture, the intracapsular is 
the more serious, since impaction in these 
is less common; and also the periosteum of 
the neck is generally badly torn by the frac- 
ture, the blood supply of the femoral head 
thereby greatly impaired and the callus out- 
put from that fragment is consequently 
slight. Breaks of the shaft occur about 
three times as often in the middle third as 
in the upper or lower thirds. Fracture of 
the lower end, i.e., of the condyles or be- 
tween them, is rather unusual. 


Diagnosis of fractured femur can fre- 
quently be made by insvection alone; the 
disability of the lower extremity is so com- 
plete, the deformity marked and shortening 
is readily determined. Characterizing upper 
end fracture is elevation of the great tro- 
chanter above Nelaton’s line, with shorten- 
ing of the limb corresponding to the amount 
of upward displacement of the lower frag- 
ment. The position of the entire limb is 
typically eversion because of the unrestrict- 
ed action of the rotator muscles attached to 
the great trochanter. Great care should be 
exercised in examining unver end fractures 
on account of the possibility of separating 
an existing imvaction but, if shortening is 
marked, it is highly improbable that impac- 
tion will be found. 


Both shortening and deformity are most 
noticeable when the shaft is broken. Ab- 
normal mobility and crepitus are also more 
easily demonstrated than in fracture at eith- 
er end. When the upper third of the shaft 
is the seat of the injury the short upper 
fragment, as a rule, is considerably displac- 
ed, being flexed forward and abducted with 
rotation. In the lower third the strong pull 
of the gastrocnemius, attached to the pos- 
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terior aspect of external condyle and shaft, 
causes a sharp backward displacement of - 
the lower fragment which not uncommonly 
presses dangerously upon the nerves and 
bloodvessels of the popliteal space. This 
must be remembered and an examination im- 
mediately made to determine the condition 
of the circulation below the knee. 

In condylar and intercondylar fracture, 
there is generally marked effusion into the 
knee joint, causing diagnosis in this location 
to become very difficult without aid of 
roentgenograms. 

Let me but touch upon a few salient 
points of treatment: The element of shock, 
the possibility of impaction and the danger 
of injury to important surrounding struc- 
tures, make first aid treatment ir femur 
fractures of paramount importance. Com- 
plete immobilization should be secured be- 
fore any attempt at moving the patient is 
made. The Thomas splint is the ideal first- 
aid for dressing. for, by means of it, a cer- 
tain amount. of traction can be begun at 
once. After the patient reaches the hospital, 
during the course of x-rav and other exam- 
ination, an assistant should be given the re- 
sponsibility of maintaining extension by 
holding the limb constantly with gentle trac- 
tion until the examination is completed and 
permanent treatment instituted. Thus not 
only are shock and suffering reduced but 
deformity due to muscle spasm and fascial 
retraction, is minimized from the beginning. 

In hip fracture with satisfactory impac- 
tion, immobilization in the plaster spica 
with the extremity in moderate abduction is 
all that mav be indicated. Twenty years 
ago Cotton introduced his method of con- 
verting the unimpacted neck fracture into 
the impacted type. He recently’ reports con- 
tinued success of this method but stresses 
the point that he thereby is making only 
“an initial fixation which corresponds to the 
more favorable type of accidental impaction. 
One must fix the limb in the spica just the 
same as in the rare case of satisfactory ac- 
cidental impaction.” Artificial impaction, 
doubtless, is ideal treatment in experienced 
hands; it has also a certain application in 
old as well as recent cases. But the method 
first demonstrated by Royal Whitman, in 
1904, is the treatment most generally em- 
ployed in recent unimpacted fracture of the 
neck. As to the usefulness of the Whitman 
method, F. Jones’ finds that a favorable 
prognosis can be given in 75 per cent of 
cases so treated and Meyerding, sveaking for 
the Mayo clinic, reports satisfactory results 
in twenty-seven of twenty-nine recent frac- 
tures of the femoral neck. 

In fractures of the shaft, the great prob- 
lem is to combat the deformity, for in no 
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other situation is displacement so liable to 
be marked or difficult to overcome. Scudder 
particularly calls attention to the active 
part played by retraction of the great fas- 
cial planes of the thigh (the strongest in the 
body) in increasing deformity when the bone 
is broken and in maintaining reduction when 
the bone is restored to its natural position. 
“Moreover,” he states, “it is a fact that de- 
lay in setting the fractured bone is attend- 
ed by increasing difficulties of reduction, 
largely because the fasciae become stiff, 
filled with round-cell infiltration. As time 
elapses these planes of fasciae can with 
greater and greater difficulty be stretched 
to their normal length.” 


Therefore the proposition of reduction of 
shaft fractures is mainly one of extension 
and counterextension, to overcome the ad- 
verse pull of muscles and fasciae, and the 
earlier it is begun the greater the chance of 
success. One common cause of failure is the 
use of too little weight. Unless extension is 
applied within the first hours of the injury, 
the average adult femur will require from 
thirty to forty pounds of skin traction for 
two or three days, or approximately one-half 
that amount by the skeletal method. As the 
fragments line up, weight may be gradually 
diminished. Suspension of the limb is a 
great aid towards the attainment of good 
alignment, especially in fracture of the low- 
er or upver thirds of the shaft. The posi- 
tion of abduction so essential in upper third 
breaks, and the flexion of hip and knee, in 
addition to traction, in the lower third, are 
hest obtained by suspending the limb from 
a Balkan frame, using the Thomas or Hodg- 
ens splint for immobilization. Fracture of 
the middle third is, as a rule, more amen- 
able to reduction by traction and it is here 
that the old Buck’s extension is particularly 
applicable. 

Operative treatment is indicated in all in- 
stances of non-union, in many cases of de- 
laved union. or when union can take place 
only with the fragments in such bad posi- 
tion as to interfere with useful function. 
Though the decision unon open reduction 
automatically assumes the surgical liability 
of infection, and though infection in these 
cases mav mean bone necrosis or even am- 
putation, still it is a sad reflection upon mod- 
ern surgical asevsis, on this account to re- 
fuse the good chance of restoratoin to per- 
fect or nearly perfect function to those pa- 
tients who would remain otherwise more or 
less permanently crivpled, or whose healing 
would be indefinitely delayed. Only by open 
operation can interposing soft tissues be re- 
moved, sluggish fragment ends freshened 
and stimulated by curetting, or vicious union 
corrected. The adult femur is too large for 
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employment of absorbable material, suchas 
heef-bone plates and screws, for internal fix- 
ation. Parham bands are especially useful 
in oblique or spiral fractures, while in the 
transverse type not difficult to maintain in 
good apposition, Lane plates may be chosen. 


Of course surgical asepsis is nowhere of 
greater importance than in bone surgery. 
The technic taught by Lane, meticulously 
carried out, is most certainly clean surgery 
but, to be a practical procedure, requires 
more practice in bone work than most sur- 
geons get to do; also, it is time-consuming, 
and, though haste is never advisable, speed 
is often a great desideratum. Is it not pos- 
sible that as perfect asepsis can be more 
simply attained? For several years at the 
Phelns Dodge Hospital, at Morenci, we have 
routinely treated surgical wounds thorough- 
Iv from the bottom out by swabbing all sur- 
faces with snonges saturated with mercuro- 
chrome two ner cent. This very simply pro- 
cedure has been instrumental in doing away 
entirelv with wound infection in clean cases, 
while in “dirtv” cases the degree of inflam- 
matorv reaction of the wound is probably 
lessened. 

Authorities agree as to the conduct of the 
convalescent period. that is, after union has 
hecome firm. Ordinarilv, at eight weeks, 
all anvaratus may be removed but for a 
week or two the patient remains in bed 
while massage and passive motion are be- 
gun. No weight-bearing until after the 
ninth week. and then very cautiously and 
with use of protective apvliances, such as 
walking calipers or a light spica. At the 
end of three or four months, all support may 
be discarded and the nvatient encouraged to 
walk on the limb. Fixation and disuse of 
the limb for a prolonged veriod of time of- 
ten results in an undesirable degree of osteo- 
norosis. Too earlv weight-bearing, however, 
is the common cause of bending or bowing 
of the bone. 

CASE REPORT 

The case I report offers a somewhat interesting 
and unusual history, interesting in the number of 
injuries sustained, and unusual, I hope, as regards 
his postoperative record. 

C. E.. Mexican miner, age 20; light wiry 
physique, 5 feet, 3 inches tall; weight, 120 pounds. 

On June 20, 1927, this man’s body was caught 
and jammed between an elevator in the mine and 
the wall of the elevator shaft. Examination made 
at the hospital, an hour later, revealed the follow- 
ing injuries: 

1. Vertical fracture of the mandible in the right 
cuspid region. ° 

2. Simple transverse fracture, upper third, right 
femur. 

3. Simple transverse fracture, upper third, left 
femur. 

4. Internal abdominal injury, as evidenced by 
lower abdominal rigidity and, a few hours later, by 


the passing of bloody and tarry stools. 
5. In addition to these major injuries, he also 
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bad compound fractures of four of the metacarpals 
of the left hand, with partial avulsion of the 
thumb. 

Roentgenograms showed characteristic displace- 
ment of fragments of the left femur but, on the 
right side, separation was extreme; also on this 
side, there was a large fluctuating swelling, un- 
doubtedly a massive hematoma. Primarliy because 
of the difficulty of reduction or even of immobili- 
zation of these widely separated fragments by or- 
dinary means, it was decided to do an immediate 
open reduction of the right femur. The patient’s 
general condition was fairly good, pulse 78, respira- 
tions 24. Intravenous saline was given throughout 
the operation, and a Lane plate put on. Postop- 
erative reaction was complicated by increasingly 
severe hemorrhages from the bowel, the patient’s 
condition becoming so serious as to prohibit any 
treatment of the left femur other than by sand- 
bags, until four days later, when skeletal traction 
(19 pounds decreasing to 15 pounds) was applied. 
He remained thus, right femur plated and in plas- 
ter spica, left femur suspended in abduction and 
held by caliper traction for eight weeks. 

In the meantime, the internal abdominal injury 
of unknown character gradually subsided, gross 
hemorrhages disappearing on the fifth day; the left 
thumb was amputated and the mangled hand cared 
for. But for many weeks the fractured mandible 
required much attention, such as wiring and also 
curetting ‘of the fragment ends on account of sup- 
puration and necrosis. This broken jaw was slow 
in repair and interfered seriously with nutrition. 
The enforced liquid diet soon became unacceptable 
to the patient’s stomach and he vomited at least 
one meal a day. It was three months before he 
covld be given food requiring mastication. 

X-rays taken through the cast at the end of sev- 
en weeks, showed the fragments of the right femur 
in perfect position. A week later. the spvica was re- 
moved and no other support put on. Three weeks 
later (eleven weeks after the accident and three 
weeks after removal of the spica) another roentgen- 
ogram showed slight bending of this femur though 
the patient had been constantly confined to bed. 
In. the same picture, considerable callus formation 
on the left side was observed. But mobility was 
still marked on this side twelve weeks after the 
fracture and union so greatly delayed demands op- 
crative treatment, especially when position is none 
too good. This was done on September 14, the 
fragments being easliy held. as in the other femur, 
by a small Lane plate. Following this operation 
the spica was left on for eleven weeks; moreover, 
he was given another two weeks in bed before 
weight-bearing was started. Walking calipers, or 
other supports, were obviously impractical here 
because of involvement of both extremities. So 
weight-bearing was begun very cautiously. and with 
assistance, five minutes the first day, increasing a 
few minvtes daily up to forty-five minutes on the 
fourteenth day; then crutches, carefully and for 
only a few minutes at a time. One morning, about 
five weeks after beginning with the crutches. a 
bony prominence of the left thigh was noticed, 
which proved to be a bad bending. This was six 
weeks after the start of weight-bearing, nineteen 
weeks after the plating of this femur. Attempts to 
straighten the soft callus by extension and manipu- 
lation, even under ether anesthesia. being ineffec- 
tual. osteotomy was done on March 7. 

It seems probable that we now have a fairly 
good restoratoin of both sides, but bending in each 
case spoiled an otherwise excellent result. In the 
instance of the first femur the bending occurred 
after eight weeks of immobilization in the spica, 
with the fragments in perfect positon, and while 
the patient was still confined to bed. On the other 
side, it began probably with the beginning of 
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weight-bearing, though this was not started until 
more than thirteen weeks had elapsed from the 
time of open reduction. Syphilis is ruled out by 
two negative Wassermanns. Solid union has been 
encouraged by stimulative diathermy and untra- 
violet treatments in addition to massage. What 
seems to be the most acceptable explanation for 
soft callus formation in this young man is 4 a4 
terference with normal repair resulting both m 
the rather large number of major injuries sus- 
tained, overtaxing his recuperative powers, and to 
the semistarvation diet necessitated by the frac- 
tured mandible. 
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DISCUSSION 


(Papers of Drs. Rice and Greer.) 

DR. C. A. THOMAS, Tucson, Ariz. (opening) : I 
will not attempt to discuss Dr. Rice’s handling of 
his patient except to say that the results justify the 
methods used and certainly they were proper. He 
undoubtedly had a patient badly shocked and in 
poor condition, and while he undoubtely acted wise- 
ly, how many here, like me, would have felt called 
on to investigate the abdominal condition first? 
However, we are discussing fractures and I would 
rather call attention to some of the things Dr. 
Greer mentioned. He expresses one important point 
well when he says: “Do not do anything that will 
render further damage to the already damaged 
limb.” We see many fractures that have been 
handled by a number of other people first, and one 
of the things we are frequently impressed with, is 
the lack of care that has been given to the superfi- 
cial parts. Often we find that, if a limb has not 
been blistered bv the orginal injury, it has been 
painted with iodine and then wrapped with a tight 
bandage, and we find it blistered. That makes it 
imvossible to put on traction immediately, or to 
dress the wound so that the fractures can be held 
in place. Therefore, I want to call particular at- 
tention to the care of the skin and repeat Dr. 
Greer’s warning not to do anything that will furth- 
er damage an already damaged limb. Yesterday, 
something was said about hemorrhage in fractures. 
We always have more or less hemorrhage in frac- 
tures, and this has a great deal to do with the 
final functional result. Hemorrhage frequently is - 
valuable. but. if it is large, it interferes with reduc- 
tion. and if it becomes infected, which it easly does, 
you have further complications. The doctor spoke of 
using mercurochrome in open reduction of clean 
wounds. I have never done this in fractures, but a 
few vears ago I had an idea that by using mer- 
curochrome, which is very mild and kind to the tis- 
sues I could avoid all infection in abdominal 
wounds. Experience soon taught me that, in every 
wound where I used mercurochrome, there was an 
exudate which retarded healing by primary union. 
Therefore, I would feel hesitant over using mer- 
curochrome in a clean open wound. 

In treating fractures of any kind, we should 
give immediate attention to the fracture. If vou 
see a patient today with a fracture, that patient 
should be treated today, if possible, and not put 
off until tomorrow. If it is at night, dress it or put 
it in position so that the patient cannot do him- 
self damage, relieve pain so that shock will be stop- 
ned. If it is compound, by all means do a complete 
debridement a« quickly as possible, and, if the frac- 
ture is such that it is going to require plating. 


plate it at once, leaving the wound wide open if 
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necessary. I know that is considered poor surgery, 
by some people, but I have gotten away with it a 
few times, and would repeat it again if necessary. 
Dr. Rice had some bending shown in hig x-ray and 
I also noticed at one end of his plate the screws had 
pulled out. That is the reason I object to screws 
and prefer the bone peg. Bone will not heal in con- 
tact with metal, the screws will loosen and you lose 
control of the bone. 

I want to repeat a third time, because I consider 
it all important, do not do any further damage to 
a fracture. In many fractures there are repeated 
attempts at reduction; much damage can be done 
by this and you will often get infection from such 
repeated attempts at reduction, probably brought 
about by superficial infection, with a tight splint 
causing slough. 

DR. R. D. KENNEDY, Globe, Ariz.: This is get- 
ting to be a very important subject. It is more im- 
portant today than ever before, due to the preva- 
lence of the automobile. People are getting out in- 
to the sparsely settled districts more than ever be- 
fore, and there are a great many more fractures 
from auto accidents in sparsely settled communi- 
ties. In such communities, if there is a doctor, he 
is away from the industrial centers and has prob- 
ably had little experience in the treatment of frac- 
tures. Many of these injuries are so severe that the 
patients cannot be transported, so that it is very im- 
portant that every doctor in the country today know 
something about the treatment of fractures. Every 
doctor in such a community should be supplied with 
a Thomas splint for transportation of patients. It 
is not difficult to build a Thomas splint, and, even 
though the riding causes some hemorrhage, the 
period of transportation will not extend over many 
hours and it is not going to do the patient any par- 
ticular harm. You can get traction and immobiliza- 
tion if you put a towel on the shoe and pull it tight 
against the lower end of the splint, and can trans- 
port the patient in comfort. Another point with re- 
gard to fractures near the joints: we have been 
too timid about early mobilization of these cases. In 
many of them you will get good union, but the 
period of disability is prolonged by the stiffness in 
the joint. In most of them, if properly reduced at 
first, you can start mobilization as early as two 
weeks after the injury. Mobilization need not be 
great to start with; move it a few degrees at first 
and graduallv increase the amount of motion day 
after day, and. by the end of a month. you will have 
practically full range of motion. without pain. If 
you let it go until you can see callus in the x-ray, it 
will take three months to mobilize the joint: by 
starting earlier, you can get patients back to work 
months sooner. 

DR. W. L. BROWN. El Paso, Texas: I was es- 
pecially interested in Dr. Rice’s femur case. Some- 
times I think that I should like never to see an- 
other fractured femur. This bending of! the femur 
is a thing that you have the greatest difficulty in 
overcoming. Muscle unbalance has the most to do 
with it, and it is strange how it can come with a 
spica cast on and patient in bed. It does not seem 
possible that there fs room in the cast for this to 
occur. and still it will take place. Callus may be still 
soft when the apparatus is taken off, and by the 
next morning there is a great deal of bending. 

Dr. Rice talked to me about his case, and I do not 
see how he could have handled jit any better. A man 
with that many injuries could not be treated any 
other way. Dr. Rice did not observe the hemorrhage 
from the bowel until after the first operation, which 
I do not think Dr. Thomas quite understood. I feel 
like stating again that I wish I might never see an- 
other fractured femur. 

DR. HAL RICE, Morenci, Ariz. (closing): I 
doubt very much if we should have had the temer- 
ity to attack the first femur surgically, if we 
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had realized the severity of the abdominal injury. 
It was some six or eight hours after the operation 
that the repeated hemorrhages began. Indications 
then were lower abdominal rigidity, with urine 
negative for bood and no pelvic fractures; we did 
not realize what a serious abdominal injury it was. 
I quite agree with Dr. Thomas’ suggestion as to the 
care of the skin in every case, because one can 
traumatize an already injured limb by applying 
skin traction. In femur fractures, we prefer the cali- 
per traction. Regarding the use of mercurochrome on 
skin wounds: I have absolutely no authority for 
using it except my own experience, but, in the past 
five or six years, have used it in several hundred 
instances, in clean cases as well as dirty ones, and 
have seen no case requiring drainage of the wound. 
Have never used drain to relieve serious effusions, 
and I am convinced, from my own experience, that 
mercurochrome does keep down the amount of in- 
flammatory reaction that one gets in dirty cases, and 
has been greatly instrumental in giving us a clean 
record as regards infection in clean cases. That 
bending did not occur in either bone until after at 
least seven or eight weeks. The pictures show that 
the plate, as small as it was, was holding the bones 
in perfect apposition. It was after the removal of 
the spica. first on one side and then on the other, 
that the bending occurred. The period. of usefulness 
of the internal fixation apparatus had passed, so I 
can hardly see that the loosening of the screws had 
anything to do with the bending. , 


ACUTE INTESTINAL OBSTRUCTION 
E. PAYNE PALMER, M. D., F. A. C. S. 
Phoenix, Arizona 

(Read before the Staff Conference of St. Joseph’s 
Hospital, Phoenix, Ariz.) 

Acute intestinal obstruction is one of the 
gravest and most dangerons of surgical 
emergencies. A. L. Holland doematicallv as- 
serts that the hone of cure bv surgery dimin- 
ishes with each hour that such treatment is 
withheld. If acute obstruction goes untreat- 
ed, the patient dies in from a few hours to 
ten days. 

While much hts heen written on this sub- 
ject, it is still a live one. and too much at- 
tention cannot be given it until the appall- 
ing mortality of nearlv 60 ner cent is ma- 
terially reduced. The princinal reason for 
this high mortality is the failure to diag- 
nose the condition earlv. W. D. Haggard 
savs the life of the patient depends on the 
intelligence and promptitude of the first 
physician who sees the case, and not on the 
skill, method or experience of the surgeon 
who sees the case later. Operations in the 
first twentv-four hours are extremely satis- 
factory and the mortality low, but few cases 
come to overation during this period. It is 
usually several days, a week, or more, be- 
fore thev co~e to operation, as was the case 
in this series. 

There are two factors that determine the 
fatal issue: the actual ohstruction in the in- 
testine, and the absorption of the toxic ele- 
ments from the bowel. There is considerable 
controversv as to the origin of this toxin, 
but agreement as to where and how it is 
formed. 








SEPTEMBER, 1928 


The blood chemistry changes noted in un- 
complicated intestinal obstruction are al- 
most identical with those found in complete 
starvation. There is a marked diminution in 
the chlorid and an increase in the non-pro- 
tein nitrogen and urea-nitrogen. There is a 
depletion of the chlorides before protein de- 
struction begins, with a rise in the non-pro- 
tein and urea elements of the blood. While 
30 mgm. per hundred cubic centimeters is 
the normal non-protein nitrogen, extreme re- 
tention is evident in obstruction (one of our 
cases showing 300 mgm.). Findings over 
100 are considered in the danger zone. 
Kilduffe says there are only three condi- 
tions showing extremely high non-protein 
nitrogen; uremia, hemolytic anemia and 
acute intestinal obstruction. The urea nitro- 
gen is increased in practically the same ratio 
as the non-protein, 12-15 mgm. being the 
normal range and, in operative cases, 30 
mgm. indicating a bad prognosis. One should 
always resort to blood chemistry to assist in 
clearing up a questionable diagnosis. 

After the diagnosis is made, the prepara- 
tion of the patient for operation is most im- 
portant. The stomach must be emptied and 
washed out, and. in many cases (as in one 
of this series), the duodenal tube introduced 
and left in for drainage will prove exceed- 
ingly beneficial. A blood chlorid of 400 
mgm. should be a signal for generous ad- 
ministration of sodium chlorid. Sodium 
chlorid thas a definite protective value 
against the toxemia, and is essential in the 
treatment of this condition, both before and 
after operation. A rough estimate is that one 
gram of chlorid to one kilo of body weight 
should be given as an initial dose in every 
toxic patient, and some clinicians have given 
as high as 90 gm. of sodium chlorid per day. 
This is best given intravenously in 5 per 
cent solution. Glucose should always be 
given in conjunction with the sodium chlorid 
when the cases are of long standing. We 
have been using intravenously, in patients 
of average weight, 500 c.c. of a solution con- 
taining sodium chlorid 5 per cent and glu- 
cose 10 per cent, and repeating every six to 
twelve hours as indicated. 

In all abdominal operations, dexterity, 
rapidity and surgical judgment are neces- 
sary. Here speed is imperative. The surgeon 
must determine what has to be done and do 
it quickly. 

DON’TS IN INTESTINAL OBSTRUCTION 

Don’t fail to suspect intestinal obstruction 
when there is vomiting, colicky or cramp- 
like pains, visible, palpable or audible peris- 
talsis, inability to expel gas and feces, and 
absence of fever. 

Don’t fail to make an early diagnosis when 
you have the above symptoms. 
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Don’t give physics when you are uncertain 
about the diagnosis, and then don’t give 
physics at all. : 

Don’t give morphine to relieve pain in 
acute abdominal conditions until the diag- 
nosis is made. 

Don’t delay the operation in intestinal ob- 
struction, except so long as to properly pre- 
pare the patient. 

Don’t fail to treat the toxemia after the 
obstruction is relieved. 


CASE REPORTS 


Case 1. (Record No. 12439.) Male, age 14, entered 
hospital November 22, 1927, with the history of 
having received an abdominal gunshot wound which 
had perforated the intestines, two weeks previous- 
ly, and had been operated upon and the perfora- 
tions closed. He made a fairly satisfactory im- 
mediate convalescence. but developed constipation, 
colicky pains in the abdomen, nausea and vomit- 
ing, all of which persisted. Physical examination 
showed extreme emaciation, anxious expression, 
tongue furred and coated, abdomen covered by 
dressings held in place by adhesive. When dress- 
ings were removed, abdomen was found distended, 
with a scar in mid line between the umbilicus and 
symphysis. Abdomen tympanic, extremely tender. 
During examination patient vomited large amount 
of duodenal contents of characteristic fecal odor 
and brownish color. Patient’s condition too critical 
to permit immediate operation. Deemed advisable 
to wait until brought back to better condition. 

A duodenal tube was inserted and a large amount 
of brownish, foul smelling matter drained away, 
and tube was left in position. Proctoclysis of glu- 
cose and soda were commenced. 

The patient was given, intravenously, 500 c.c. of 
5 per cent solution of glucose in normal saline golu- 
tion. The same evening 1000 c.c. of the same solu- 
tion were given, and this dosage repeated twice the 
following day, and again on the morning of the 
24th, when his condition had sufficiently improved 
to permit of operation. 

Under ethylene and local anesthesia, a left para- 
median incision was made about four inches in 
length. Intestines were found adherent to anterior 
abdominal wall at the point of the incision of 
previous operation. Numerous adhesions were found 
in the intestines and omentum. Intestines were dis- 
tended and filled with fluid. The obstruction was 
located at about the center of the ileum. Numerous 
adhesions were loosened in order to permit intes- 
tinal peristalsis, and entero-colostomy was made 
between the lowest possible point in the ileum and 
the sides of the cecum. The wound was closed 
without drainage. The duodenal tube was allowed 
to remain in position, and the patient was given 
water by mouth within a few hours. Proctoclysis 
was continued, as was the intravenous medication, 
On the second day, he was given liquid nourish- 
ment, which was continued for three days, at the 
end of which time the duodenal tube was removed 
and a soft diet given. 

The particular points of interest in this case are 
that we must be careful in closing perforations of 
the intestines, in order to prevent obstructions, and 
that the duodenal drainage and preparatory treat- 
ment of this class of cases is especially important, 
and will frequently save lives. 

Case 2. (Record No. 12,667). A baby, seven 
months old, previous health good. Baby awakened 
from sleep with a scream. Vomited at once and 
continued to cry. Was given breast feeding, which 
was immediately vomited. Was given castor oil 
without any effect. Enemas were ineffective. Baby 
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was examined by physician twice during that day. 
Consultation to determine cause. Consultant ad- 
vised sending baby to a pediatrician, so it was re- 
ferred to Dr. Fournier, who made a diagnosis of 
intussusception, offering but little hope for recov- 
ery. Infant in semi-coma, cyanotic. Abdomen slight- 
ly distended, tympanites and tenderness over en- 
itre abdomen. No rigidity. No mass apparent in 
abdomen. Blood around anus. Bloody stool passed 
frequently. in small amounts. 


Under local anesthesia, median incision between 
the symphysis and umbilicus. Free fluid found in 
abdomen. Small intestine distended. About four 
inches of ileum invaginated through ileocecal valve. 
It was impossible to reduce completely, two inches 
being gangrenous. This was resected. Because of 
the extremely critical condition of the patient, en- 
terostomy was performed. Abdomen closed. 

Normal salt solution with glucose was given. 
Baby’s condition grew worse after returning to 
room. Cyanosis increased. Respiration became shal- 
low and irregular, and baby expired about an hour 
after operation. 


The interesting points in this case are that we 
had a baby who awakened from sleep with a 
scream, and vomited at once, which persisted. It 
was unable to expel gas and feces, with an absence 
of fever, and bloody discharge from the bowels. 
With these unmistakable symptoms, the diagnosis 
of intussusception should not have been overlooked. 


Case 3. (Record No. 13,080) Male. age 44, en- 
tered hospital February 19th at 6 p. m., with the 
following history. On February 14th had sudden 
onset of cramplike pains in the abdomen, followed 
by nausea and vomiting. Vomiting persisted and 
increased in severity. At first it consisted of food 
and bile, later became fecal, and the odor was foul. 
After the onset of pain, physician was called, who 
advised him to enter another hospital, which he 
did, where he remained for four days. Was then 
advised that he should return home, and that his 
condition would improve. After going home, the 
symptoms continued. 

Examination showed face cyanotic, anxious ex- 
pression, marked dehydration. Respiration was 
jerky and shallow. Heart sounds were feeble. Ab- 
domen distended, tympanitic. Intestinal coils showed 
through abdominal wall in peristaltic movement. 
Vomited duodenal contents while being examined. 
Diagnosis of intestinal obstruction, with a diverti- 
culitis in mind. 


Under gas and local anesthesia, the abdomen was 
opened mid line between the symphysis and umbili- 
cus. Large amount of fluid was found in the ab 
domen. Distended coils of intestines presented in 
the wound. Exploration of abdomen disclosed mass 
in the pelvis which, when brought through the 
wound, proved to be gangrenous ileum 18 inches 
long, and a diverticulum which was also gan- 
grenous. The gangrenous condition was due to an 
adhesion between the diverticulum and intestines 
and a loop of intestine slipping in the opening. 
Resection of gangrenous gut and diverticulum. 
Closure of the distal end of intestine. Rubber tube 
inserted into proximal end and purse-string suture 
placed in end of gut around end of tube for drain- 
age. Abdomen closed with drainage and proximal 
end of intestine brought into lower portion of 
wound and sutured to muscle sheath. 

On the following day, the patient’s condition was 
good. Nausea and vomiting had ceased, and he 
took water freely. With the aid of pituitrin, bowel 
emptied very effectively of fecal matter and gas. 
Next day, patient was distended, and pituitrin again 
very effective. Patient seemed unable to expel gas 
without pituitrin. Enemas, of course, not effective, 
because lower bowel not distended. Two days lat- 
er, patient seemed worried. Pulse weak. Condition 
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seemed less favorable. Next day the patient’s con- 
dition worse. Was given saline and glucose intrave- 
pously three times that day, up to 3 p. m. Drain- 
age from enterostomy profuse. At 8 p.m. on Feb- 
ruary 25th, patient was given 500 c.c. of citrated 
blood, by Dr. Milloy, preparatory to operation next 
day, in an attempt to connect the bowel. Patient’s 
condition seemed very good the next morning. 

Under local anesthesia and gas, opening in ileum 
was closed with pursestring suture, and adhesions 
leosened. When this was done, a large amount of 
foul-smelling pus poured from the wound. Large 
drainage tube was inserted to bottom of cavity. No 
further surgery was done at this time. 

The patient’s condition improved after drainage 
of abscessed cavity, but pulse was weaker than le- 
fore the operation. Fecal drainage became thick 
and contained undigested food. Two days later pa- 
tient’s condition seemed worse. Fecal drainage 
through enterostomy lessened. Said pain in ab- 
domen felt as it did when he fifst became sick. He 
gradually grew worse and died on March 7th, six- 
teen days after first operation, and eight days af- 
ter second operation. 

The interesting points of this' case are that a 
physician was called early in the case and sent 
him to a hospital where he was under observation 
for four days. Either there was a failure to diag- 
nose the case, or his condition was considered hope- 
less and he was sent home so as to protect the 
hospital’s mortality rate. 

Case 4. (Record No. 13.394). Patient, female, 76 
years of age, entered hospital with protruding mass 
at umbilicus, associated with pain and dragging- 
down sensation in the epigastrium. Patient has 
had a large umbilical hernia for 47 years. Was ex- 
amined by me five years ago and advised to have 
a herniotomy to avoid strangulation of gut. Two 
weeks ago she developed colicky pains in the ad- 
domen, followed by vomiting and obstipation. Some 
gas was expelled. She has been unable to take food, 
but has taken some water during the past two 
weeks. 

Examination showed anxious expression, pinched 
features, otherwise negative, except abdomen, which 
was pendulous, distended. Large mass around um- 
bilicus. Umbilicus is red with abrasions of epi- 
thelium, wi’h purulent discharge exuding from um- 
bilicus. 

Under gas and local anesthesia elliptical skin 
incision made around umbilicus. Sac dissected down 
to fascia, large sac opened, found to contain prac- 
tically all the omentum and strangulated small in- 
testine. After application of moist heat to gut, the 
circulation was good enough to permit gut being 
returned to abdomen with no danger of gangrene. 
Greater portion of omentum clamped, ligated and 
excised. Hernial opening closed by Mayo method. 

Patient’s condition improved. Fifth day post- 
operative, patient had chill. Wound opened, foul- 
smelling pus drained, which cleared up nicely un- 
der Dakin’s and heat. Patient left hospital six 
weeks after operation, entirely well. 

Here we have an old lady with a hernia of forty- 
seven years’ duration, who has had a partial ob- 
struction for two weeks without great damage to 
the bowel, and an exceedingly satisfactory recov- 
e 


Ty. 

Case 5. (Record No. 13,520.) Female, age 35, en- 
tered hosptal April 20th, 1928, with a history of 
having developed severe abdominal pains in the 
lower left iliac region three days previously. Lat- 


er the pain was in the right iliac region. Pain 
was associated with nausea and vomiting. At the 
onset, the pain was of sufficient severity to re: 
quire the administration of morphine.| There was 
marked constipation. Physics were given, but wert 
vomited. Enemas were used without any effect 
other than the expulsion of some gas. 
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Examination negative down to abdomen. Ab- 
domen distended, tenderness over entire abdomen. 
Rigidity of lower portion of abdomen most marked 
or right side. Tenderness most marked over right 
iliac region. A provisional diagnosis of appendicitis 
was made, but when the white blood count was tak- 
en it was 3,600. This was against the diagnosis of 
appendicitis, so a blood chemistry was ordered. 
Bimanual examination made, showed uterus enlarg- 
ed and tender, tubes palpable and tender. Physical 
findings indicate appendicitis, with blood picture 
and chemistry against this diagnosis. The white 
blood count when frst taken was 3,600; taken a 
few hours later, was 2,800. Non-protein nitrogen 
was 300 mgm. per 100 c.c. of blood, or ten times 
above normal. Provisional diagnosis of partial in- 
testinal obstruction made. Sodium chlorid and glu- 
ecse were given intravenously. 


Laparatomy was performed under gas and local 
anesthesia. Four-inch incision was made between 
the umbilicus and symphysis. When the abdomen 
was opened coils of distended intestines presented 
themselves. Examination showed adhesions be- 
tween the ileum, uterus, sigmoid and cecum, pro- 
ducing three distinct points of obstruction, all of 
which were incomplete. There was a chronic in- 
flammatroy process in the pelvic organs and in 
the appendix. By blunt and sharp dissection, the 
obstructions were released and the raw surfaces 
covered over. No attempt was made to correct 
the pelvic and appendiceal condition. Following 
the operation there was no discomfort, no nausea, 
or vomiting. The patient’s bowels moved voluntar- 
ily a few hours after the operation, and she made 
an exceedingly satisfactory recovery, leaving the 
hospital in fourteen days, in very satisfactory con- 
dition. 

The particularly interesting point in this case 
was the sudden onset of symptoms in a case of 
chronic inflammatory process the exceedingly low 
leucocyte count, the very high non-protein nitro- 
gen, and a very satisfactory convalescence, with no 
further disturbance from the chronic inflammatory 
conditions. 

DISCUSSION 

DR. WIN WYLIE: Intestinal obstruction is just 
as old as mankind and just as dangerous as any 
condition and just as deadly as it ever was. When 
we speak of ordinary obstruction, Dr. Palmer has 
told us that 60 per cent die. Now that is true, with- 
out any question, but it does not give the true con- 
dition. If you take many cases, such as intussus- 
ception, for instance, in which the diagnosis is 
made quickly, the prognosis is too severe, but from 
a surgeon’s standpoint—from my own personal ex- 
perience—60 per cent does not begin to take care 
of it. For instance, take a case when the internist 
or family physician has been called to the bed- 
side and looks over the patient and gives the pa- 
tient a round of calomel. Why does he give him 
calomel? Because he is vomiting and cannot keep 
other cathartics down. Thus, three or four days 
are lost before the case reaches the surgeon, Has 
that man 40 per cent of a chance to live? Not one- 
tenth of one per cent. The responsibility is only 
shifted from the physician to the surgeon. I recall 
a case I operated on twenty years ago. I was 
called in to operate on a woman who was in a 
dying condition, by men who were antagonistic to 
me. I operated, opened her abdomen and found the 
abdomen full of fecal matter, castor oil, water and 
everything else that could possibly get into the in- 
testines. A little adhesion following a previous op- 
eration, perhaps 1/16 of an inch in diameter, was 
found. It had severed the necrotic gut and the con- 
tents had flowed out—the Lord only knows how 
long the gut. had been open. I made strenuous ob- 
jection at the time prior to operation, both to the 
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physicians and the husband of the patient, object- 
ing to the operation on the ground that it was too 
late for a possibility of recovery and upon the fur- 
ther ground -that it was not right to shift the re- 
sponsibility from the medical men to the surgeon. 
Did this patient have 40 per cent of a chance to 
live? She had no chance at all. My pseudo friends 
did do me the kindness to say that I performed the 
operation with great dexterity and rapidity. She 
was dying when she went on the table and lived 
one hour after she got off. This carries another 
lesson with it: if these doctors had recognized the 
condition, say, forty-eight hours earlier, her life 
could have been saved, without much damage being 
done, simply snipping a little adhesion, which would 
have cured this woman. 


All of us have seen cases of strangulated hernia 
go on and on, accompanied by stercoraceous vomit- 
ing and nausea, not seen by a surgeon before the 
patient is beyond recovery. At operation, the ne- 
crotic intestines are filled with gas and food; the 
intestines are drained, if you like—the patient will 
die anyway. The time is coming when the physi- 
cian in this class of cases will pay more attention 
to saving the life of the patient than to his own 
reputation. Of course, physicians and surgeons both 
have to make a reputation, and so they don’t want 
to make a mistake and tell the patient that he 
must have an operation and find, a few hours later, 
that the patient has had a bowel movement. The 
time is coming when we are going to depend on 
enemas, and when we are unable to get fecal mat- 
ter, and there is nausea, pain and distention, in- 
stead of more castor oil, etc., the patient will be 
put on operating table at once. If it is a mistake, 
what harm has been done?—the patient will get 
well without much inconvenience. Almost always, 
even if there is no obstruction, you have some other 
abdominal trouble which warrants an operation. 
The one important thing is, as Dr. Palmer has 
said, we must emphasize the importance of diagno- 
sis, and, if the internist will just give the surgeon 
half a chance, we will save many a life. I remem- 
ber one case in this hospital, quite a number of 
years ago, of a young woman who said she had 
good bowel movements each day, but we knew she 
had a surgical abdomen. In opening her abdomen, 
we found about ten feet of necrotic bowel, with 
abdomen filled with foul matter from _  intes- 
tines. Again, the operator had no chance in the 
world to save this woman. Morphia should never 
be administered until operation is set, and ab- 
domen should be opened as quickly as possible af- 
ter diagnosis of intestinal obstruction is made. 

DR. W. W. WATKINS: I have observed two 
cases of suspected bowel obstruction, in both of 
which, by x-ray, we were able to decide after ex- 
amination that there were no obstructions present. 
One of these cases was having fecal vomiting and 
other symptoms of obstruction, including distended 
abdomen. By x-ray examination we were able to 
state positively that there was no obstruction pres- 
ent. The other case was also vomiting but did not 
have fecal vomiting. In this case there was evi- 
dence of bowel obstruction, both by x-ray examina- 
tion and physical examination. It was necessary to 
give this patient barium enema, by means of which 
we were able to state positively that there was no 
obstruction in the large bowel. Dr. Wylie com- 
ments about the use of enema in such cases. By 
giving barium enema it is possible to visualize the 
large bowel, and determine within few minutes 
whether obstruction is present in the colon, and 
its exact location. The two cases mentioned, com- 
ing close together, in which it seemed positive that 
obstruction must be present, in which x-ray exam- 
ination determined that no such condition existed, 
seem to be worth remembering. 
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CASE OF BRAIN ABSCESS WITH 
RECOVERY 


JOHN J. McLOONE, A. B., M. D. 
Phoenix, Arizona 


(Read before the monthly conference of the Staff 
of St. Joseph’s Hospital, Phoenix, Arizona). 

J. G., age 24, female, white, first came under my 
care January 25, 1928. She gave the following his- 
tory: 

“Ten years ago had abscesses in both ears as a 
complication of measles. One month ago became ill 
with scarlet fever. A week after the beginning 
ot this illness experienced pain in left ear. Drum- 
head was opened by her attending physician. Pain 
has continued intermittently with profuse discharge. 
During the past ten days pain over the mastoid and 
left parietal region has been very severe.” 

Examination showed a discharge from the mid- 
dle ear, sagging of posterior superior wall, and ex- 
treme tenderness over the mastoid area. Culture 
from ear showed staphylococci. 

X-ray findings showed destruction of the cellular 
structure of the left ear with haziness throughout 
the mastoid process and increased density in the 
superficial cells. 


Patient was admitted to hospital on the 25th of 
January with temperature of 99.8; pulse 110; res- 
piration 20. Blood count: red cells 3,800,00; white, 
15,200; hemoglobin, 80 per cent; mononuclears, 14 
per cent; polynuclears, 86 per cent. 

On the following day I did a mastoidectomy on the 
left side. Following skin incision, cortex disclosed a 
fistula through mastoid cortex extending down- 
ward to tip and posteriorly toward the lateral 
sinus. Mastoid was large and of the pneumatic type. 
Antrum was placed high and deep. There was a 
small amount of granulation tissue in mastoid an- 
trum. Ail mastoid cells were destroyed and re- 
placed with granulation tissue and pus. Bony wall 
over lateral sinus was destroyed over an area about 
& by 4 mm. Complete exenteration of mastoid cells 
was done. Tip, which was found to be necrotic, was 
removed. On account of disease having invaded pos- 
terior superior wall it was partly removed. Semi- 
radical mastoid operation was done. 

Post-operative temperature ranged from 97.8 to 
100, being around 99.6 most of the time, reaching 
normal quite often and remaining normal for sev- 
eral hours at a time. Pulse ranged frem 80 to 108; 
respirations 20 to 22. During the post operative per- 
iod there were occasional attacks of dizziness, se- 
vere headaches, and some nausea. There was no 
nystagmus. Eye grounds were normal. No abnorm- 
ality in reflexes was found at this time. These 
symptoms gradually subsided after seven or eight 
days and from that time she made an uneventful 
recovery and was discharged from the hospital on 
February 13, 1928. The middle ear was then dry 
and mastoid wound was healing very, kindly. 

After discharge from hospital, patient was seen 
at my office at frequent intervals. By the 23rd of 
March the mastoid was completely healed. Patient 
then returned to her home and she did not come 
under my observation again until April 4th. While 
absent from Phoenix, she contracted a severe head 
col@ and, as a result, had a recurrence of her mas- 
toiditis. Her chief complaint was severe pain in the 
left parietal and temporal regions. Pain radiated 
over the entire side of face. 

On April 11th she was again admitted to hospital. 
Temperature at this time was 99.4; pulse 102; res- 
pirations 22. On the following day her temperature 
reached 102.4. Blood count: 14,800 white cells; 
hemoglobin 90 per cent; mononuclears 18 per cent; 
polynuclears, 82 per cent. 
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On the 13th of April mastoid was reopened. Op- 
erative findings disciosed a complete bony regenera- 
tion except for that section of the mastoid which is 
below the entrance of the antrum. There was an un- 
usual amount of granulation tissue over the middle 
fossa. Dura was exposed posteriorly over an area 
about the size of a dime. There was an opening in 
the dura about 4 millimeters long. All necrotic tis- 
sues in antrum cavity and over dura was removed. 


Following the operation, the patient showed the 
usual febrile reaction. However, on the following 
two days, temperature range was from,100 to 104, 
Pulse 838 to 102; respirations 17 to 20. Blood count 
on February 15th showed hemogiobin 80 per cent; 
red cells, 4,910,000; white 19,600; mononuclears 26 
per cent; polynuciears 74 per cent. At the first 
dressing, a large amount of pus was present in the 
mastoid wound and middle ear. 

On the 15th, two days following operation, there 
was marked rigidity of neck. Kernig’s sign was 
elicited, and in a greater degree on the left side 
than on the right. On account of a generalized 
hyperesthesia, examination for other aberrant re- 
flexes was not satisfactory. She was at times stu- 
porous. and again delirious. She responded to ques- 
tions in regard to certain bodily activities, but ex- 
pressed herself incoherently. There was an aphasia 
present and sensorium was at times extremely 
ciouded. Patient gave indications of very severe 
pain in the frontal, parietal, and temporal regions. 
Mercurochrome was given intravenously, followed by 
a chill lasting 15 minutes. 

On the following day, April 16th, spinal puncture 
revealed 10,640 ceils per cu. mm. with some excess 
pressure. Celis were mostly polynuclears and fluid 
was blood tinged. There were no bacteria present. 

Eye grounds showed some fullness in veins but no 
papilledema. There was intermittent ptosis of the 
ielt upper eyelid and some twitching of face mus- 
cles on the left side. 

Dr. Kingsley saw the patient in consultation and 
concurred in my diagnosis of meningitis and prob- 
able brain abscess. His findings are as _ follows: 
“Patient is stuporous and non-cooperative. She is at 
times delirious, Pupils widely dilated from atro- 
pine, the right more than the left. Neck is extreme- 
ly rigid. Patient objects to being moved. She 
has marked Kernig’s sign. Reflexes are all present.” 
Blood transfusion was given on this date by Dr. 
Milloy. Aphasic symptoms, together with nervous 
irritability, by this time had become more intensified. 
On the 17th, the blood culture which was taken on 
the 15th showed a streptococcus, which later proved 
to be hemolytic. The pus from the middle ear and 
mastoid wound had diminished considerably. 

On the 18th, mercurochrome was again given in- 
travenously ftollowed by a_ chill lasting 15 
minutes. For the next few days chilly sensations 
and periods of extreme drowsiness were noted. Tem- 
perature range was from normal to 100 and 102. 
Pulse varied from 82 to 110, Patient’s condition re- 
mained about the same until the 20th, when she show- 
ed some slight improvement. There was some neck 
rigidity and a slight left Kernig’s. Temperature, 
pulse, and respiration remained practically the same. 
Blood transfusion was done on the 19th. On the 
20th, a blood count was made showing hemoglobin 
95 per cent; red cells, 4,000,000; white, 11,600; mon- 
onuclears, 35 per cent; polynuclears, 65 per cent. On 
thd same date mercurochrome was given intraven- 
ously followed by a chill lasting 10 minutes. 

On the 21st, patient’s temperature dropped to 98.4 
with a slight evening rise. Pulse 84; respirations 18. 
She had spent a much better night. The entire pic- 
ture was improved. She responded accurately to one 
of the direct questions asked by me and could at 
times ask for what she wanted. 

On the 24th, mastoid culture showed staphylococ- 
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cus. Patient complained of some pain over left eye. 
There was a slight rhinitis on the left side of nose. 
Neck rigidity had disappeared. 

On the 25th, blood count showed 80 per cent hemo- 
globin; 4,800,000 red cells; 18,200 white cells; 60 
per cent mononuclears; 40 per cent polynuclears. 
Dressings were changed. There was a moderate 
amount of purulent discharge. Blood culture was 
taken. 

On April 26th, the aphasia was about the same 
and was definitely of the amnesic type. Patient 
complained of pain over frontal and parietal region. 
There was tenderness in these regions on pressure. 
Kernig’s and rigidity of neck had disappeared. 
Ptsois of left eyelid was noticed. This occurred 
spasmodically. Muscular movements of both eyes 
were unimpaired. Examination of eyegrounds show- 
ed fullness of veins of both eyes. Disks were in- 
flamed. Both pupils were moderately dilated, the 
left only reached to light. The eyes were very sen- 
sitive to light. 

Temperature range from April 21st to 27th was 
from 98.4 to 101.4; pulse 84 to 108; respirations 18 
to 22. Streptococcus Immugen was being given daily. 

Another blood transfusion was done on the 27th. 
Examination of the spinal fluid on this date showed 
cell count had diminished to 12 cells per cu. mm. 
Blood culture taken 72 hours previously showed no 
growth. Urine was normal. 

From April 27th to 28th, the patient’s temperature 
ranged from 99.6 to 101.8; pulse from 80 to 106; 
respirations from 16 to 20. Patient was irrational. 
Aphasia and pain were very much intensified. A 
complete radical mastoid operation was done. A 
roughening of the tympanic roof was found, with 
some pus in the deeper cells. Some granulation tis- 
sue was removed from over dura. Bone was re- 
moved from over dura of tempo-sphenoidal lobe. No 
healthy dura was encountered anteriorily, although 
all bone over antral roof and supérior portion of 
tympanum was removed. After careful exploration, 
an extensive abscess was found in this region. About 
two ounces ofi pus were removed from the cavity. 
On account of the large amount of necrotic tissue 
present, which seemed to have invaded the entire 
lobe, I was unable to determine whether or not the 
abscess was encapsulated. Pus was obtained from 
the anterior, superior, and posterior regions of the 
lobe. Culture of pus revealed a streptococcus. The 
abscess cavity was drained with two long tissue 
drains. One was placed anteriorly and one placed 
toward the superior portion of the abscess cavity. 
The wound was left wide open. A few hours follow- 
ing the operation patient appeared more rational 
than she had during the past 4 days. Immediate 
post-operative temperature was 102.4; pulse 140; 
respirations 28. 

Culture from the brain abscess showed a strep- 
tococcus. An autogenous vaccine was made and giv- 
en in gradually increasing doses.There has been a 
gradual improvement ever since the time of the op- 
eration. On the second post-operative day she recog- 
nized the nurses in attendance and also asked some 
rational questions. There was no pain, patient was 
quite comfortable and she had very little fever. 
About May 20th, patient’s temperature reached 
normal and has remained practically so up until 
this time. At the time of this writing, May 30th, 
there is a marked change in patient’s general phy- 
sical and mental condition. The aphasia so apparent 
previous to operation has practically entirely dis- 
appeared. The tympanic and antral cavity of mas- 
toid are dry and drainage from the cerebral abscess 
cavity has almost ceased. 


COMMENT 
It is an ‘interesting speculation to deter- 
mine whether or not this brain abscess was 
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a direct complication of the recent acute | 
mastoiditis. The fact that the temporal- 
sphenoidal lobe contained an unusual amount 
of pus of a low degree of virulency, the find- 
ing of a large mass of necrotic tissue, and 
the extensive invasion of brain substance 
which essentially included the entire lobe 
would indicate a lesion of long standing. The 
other pathological findings, especially de- 
struction of the posterior auditory canal 
wall and a roughening of the bone of the 
tympanic roof are frequent changes noted in 
a long standing mastoiditis and would tend 
to substantiate the chronic character of the 
brain abscess. The early history, too, is sig- 
nificant, that is, that she had bilateral mid- 
dle ear suppuration following measles 10 
years ago. - 


It will be recalled that, following the first 
operation, she was extremely dizzy and there 
was evidence of excruciating pain over the 
left temporal and parietal regions. This 
would indicate, even without other con- 
clusive symptomatology, that she might 
even at that time have had some intracere- 
bral pressure. It is possbile that the time 
intervening between her convalescence and 
re-admission to the hospital was a latent 
period of the abscess. The second operation 
on the mastoid produced, no doubt, some 
leakage of pus around the meninges. The 
spinal fluid findings—a drop from 10,600 to 
12 cells, with a large number of polys—gave 
evidence that certain barriers were being 
formed to protect the meninges from fur- 
ther invasion. To have opened the brain ab- 
scess at the time of the second operation or 
shortly thereafter would probably have re- 
sulted in a leptomeningitis. 


Culture of pus from abscess cavity re- 
vealed a streptococcus which proved to be 
non-hemolytic. Although a hemolytic strep- 
tococcus was found in the blood stream, 
characteristic temperature curve, together 
with definite chills, was absent. This could 
reasonably exclude the presence of a sinus 
thrombosis. 


A meningitis becoming localized after 
spinal puncture and an aphasia which be- 
came more and more aggravated were two 
of the main symptoms upon which the diag- 
nosis was made. The severe pain in the left 
temporal and parietal regions and also a 
very sharp pain reaching to the homolateral 
eye, which is due to a compression of the 
first trigeminal branch through the swollen 
temporal lobe, and intermittent ptosis (3d 
nerve involvement) with twitchings of the 
facial muscles of the left side, were also 
very important signs in determining the 
presence and localization of this particular 


- type of brain lesion. 
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CASE OF MULTIPLE ANEURISMS OF 
THE BASILAR ARTERY WITH 
RUPTURE 


Ss. H. NBWMAN, M. D. 
El Paso, Texas 

Patient was a Mexican, age 32, married, carpen- 
ter; well nourished individual. First saw him in 
June, 1926, when he came to the office complain- 
ing of pain of twelve days’ duration in lower 
right abdominal quadrant; said the pain was not 
constant, that at times it extended down to right 
testicle and that at times he experienced difficulty 
in urinating, having to strain a great deal to start 
the flow but, once it was started, he urinated free- 
ly. After a few days this pain disappeared, but 
returned again for a few days in October, and 
again in September, 1927. At none of these times 
did he have nausea or vomiting or fever and his 
pulse was always normal. Examination revealed 
no tenderness, rigidity, nor muscular spasm; no 
mass could be made out and no hernia was pres- 
ent. The pain was never severe enough to dis- 
able him. 

I lost track of the patient then till Feb. 23rd of 
this year, when his family called me hurriedly 
about 1:30 p. m. I found him in a semi-comatose 
condition and apparently in a state of shock; 
rapid and barely perceptible pulse; skin pale, moist 
and cold; pupils dilated, right one more so than 
left and right pupil a little irregular in outline; 
reflexes apparently present. He lay perfectly 
flaccid, but, on taking hold of arms or legs, he 
would resist forcibly. Tongue protruded and jaws 
were clamped down on it. No acetone odor on 
breath; breathing was a little rapid but not ster- 
torous. The family told me that he got up as 
usual that morning but complained of pain in the 
back of head and neck; after breakfast he went 
out and worked in the yard until noon, when they 
saw him fall. They ran out to see him and found 
him having a general convulsion. This lasted but 
a few minutes and he passed off into a stupor. He 
was brought into the house and put to bed. A 
doctor was summoned. When the doctor arrived 
the patient partially regained consciousness, 
enough to make the doctor think the man was in- 
toxicated, but he soon lapsed into a stupor again 
and remained so mntil the end. The _ family 
stated that he had never had fits before nor had 
any of his people, as far as they knew, and that 
he had not been drinking. I forced open his jaws 
to keep him from biting his tongue off and gave 
him a hypodermic of strychnine. In a few min- 
utes his pulse became stronger. I advised the 
family that, if he did not regain conscieusness in 
a few hours, they should let me know and I would 
send him to the hospital where further examina- 
tions would be made. About five p. m. I saw him 
again. He was just as I left him, only he seemed 
to have passed out of the state of shock. Pulse 
was 69, respiration 26, blood-pressure 95/70. Blaa- 
der was distended. On examination of head for 
possible injury, one large and several small spots 
ef alopecia were noted. No injury could be de- 
termined. Sent him to City-County Hospital with 
a working diagnosis of cerebral hemorrhage, prob- 
ably syphilitic. On his arrival there the interne 
catheterized him and examined the urine; it was 
negative for albumin, sugar and casts. A spinal 
puncture was made about 9 p. m. Needle entered 
canal easily and fluid drained out readily but not 
wnder pressure. Spinal fluid resembled pure blood 
A laboratory report on this next day showed a 
four plus Wassermann. Patient died about 9:30 
that same night. 

POSTMORTEM EXAMINATION. 


Body is that of a Mexican man about average 
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size, slightly toward slender in type, fair nutrition, 
no external marks of violence; both shins show 
warked scarring and discoloration. 

Abdomen: markedly distended bladder which di‘ 
not collapse when emptied; fibrous adhesions be- 
tween the omentum and bladder. The anterior wall 
of the bladder showed a slightly trabeculatea fo - 
mation; no enlarged prostate. There were some 
(ld adhesions around the spleen and a few be- 
tween the gall-bladder and colon. 

On opening the chest, there was no excess o: 
fiuid; heart was normal in size; valves all free 
and in good condition. The base of tke aorta 
showed an old scar about 25 cm. in .iameter but 
there was no enlargement of the aor‘a, and the 
aortic ring was not involved. There wére a few 
Slight areas of atheroma, but no calcitication. This 
scarring looked as if it might have been syphilitic. 
but was no: the typical scarified contracted area, 
with the glary surface. 

The lungs were both air-containing. The left, 
in the lower lobe on the left angle, had consider- 
able thickening, with a few adhesions posteriorly. 

Kidneys were examined: pelvis slightly dilated 
and capsule slightly adherent. They were about 
normal in size and showed no other marked le- 
sions. 

Brain: Skull about moderate thickness. On re- 
moving the dura, vessels under the pia showed 
through and the arteries were opaque, yellowish 
in color, giving the suggestion of pus being pres- 
ent. On opening the pia, no pus was found, this 
peculiar change being due to changes in the ar- 
teries. The base was surrounded by a clot of 
blood, thickest over the pons, where it had crowd- 
ed up the pia and formed a firm clot. On sec- 
tion, the ventricles contained blood-tinged fluid, 
but no free blood. The clot on the base was 
gently washed off and a perforation was found in 
the lower portion of the basilar artery and above 
it there were six or seven more enlargements of 
the vessel. No other lesions were found. 

DIAGNOSIS: Multiple aneurisms of the basilar 
artery with rupture of one; general chronic arter- 
itis of the cerebral vessels; chronic aortitis, with 
chronic pneumonitis and chronic fibrous periton- 
itis. All these changes were apparently syphiiitic. 
(Dr. Waite). 





THE PROBLEM OF EPIDERMOPHYTOSIS 
NORMAN TOBIAS, M. D. 
St. Louis, Mo. 

In recent years, epidermophytosis has be- 
come one of the commonest skin conditions 
in dermatological practice. The disease has 
become a real economic problem because of 
its great prevalence in this country, its 
stubbornness to treatment, and its tendency 
to recurrence. 

General interest in this condition was 
stimulated by the work of Whitfield’ in 
1920, Sabouraud’. in 1910, Kaufman-Wolff* 
in 1914, and by Ormsby and Mitchell‘ in 
1916. Formerly classified with the eczemas, 
its types were designated as eczematoid ring- 
worm, intertriginous eczema, callous, inter- 
trigo, dyshidrosis, or chronic eczema. The 
layman is acquainted with a variety of the 
disease as “toe itch.” 

Microscopical and cultural study has re- 
cently proven that a large percentage of 
these eruptions of the hand and feet are due 
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to infection with the ring-worm fungus. Of 
these there are twenty or more species in- 
cluding the Epidermophyton inguinale, 
which is responsible for about one-third of 
the cases, the Trichophyton, the Blastomy- 
ces, and the Monilia. The term “epidermo- 
phytosis”, as used clinically, includes prac- 
tically all cutaneous lesions in this group, 
regardless of the causative fungus. 

Clinically the lesions are more or less 
characteristic, regardless of the variety of 
the ring-worm fungus present. They differ 
from micro and megalo-sporon ringworm in 
that they do not form rings, attack the hairs 
or produce kerions. 

CLINICAL FEATURES 

Epidermophytosis may involve any part 
of the skin but spares the hair and mucous 
membranes. Some investigators believe that 
the fungus or its products may even be dis- 
seminated by the blood stream and produce 
cutaneous lesions elsewhere. According to 
the type of lesion produced, the types have 
been designated as vesicular, scaling, macu- 
lar, macerated, fissured, papular, callous, 
keratotic, and lichenified. However, the 
commonest types seen in practice are the 
acute vesicular, chronic intertriginous, and 
hyperkeratotic. The disease is most fre- 
quently seen on the hands and feet. How- 
ever, careful examination may reveal areas 
of infection in other characteristic locations 
such as the genitocrural region, the axillae, 
the sub-mammary region, and occasionally 
the nails. 


In the following table, the sites of one 
hundred consecutive cases of epidermophy- 
tosis in private practice are tabulated: 
Linsiiei 00: (ine: AGS: 2a te thc eniongs 29 
Limited to the feet —.................... 





Both hands and feet 


Hands and genitocrural region ..................22.-20-.-00.-.-- 4 
Feet and genitocrural region ..................----..--.----0---+- 14 
RIES Se ROS oR ee 1 
Hands and sub-mammary region .............-....00..0000--- 1 


Nall “SRpeeeE 3k ee ee eas 3 

Most of the cases occur during the sum- 
mer months and persist until the cold weath- 
er, when they gradually improve or disap- 
pear. The heat and increased perspiration 
and the presence of a softened epidermis, 
no doubt account for this fact. In the win- 
ter the fungi remain dormant in the upper 
layers of the skin until the proper condi- 
tions for increased activity return. Frequent 
foci include the nails, callosities, and espe- 
cially the fourth interdigital space of the 
foot, which acts as an ideal culture tube for 
these organisms because of its depth and 
frequent moist condition. 

The clinical character of the lesions de- 
pends upon the location and the duration of 
the disease. Cases have been reported in 
patients who have had the disease as long 
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as thirty years. The vesicular type may be- 
come pustular from secondary infection. This 
type is usually found on the lateral borders 
of the fingers and toes and is frequently 
very pruritic. The factors of pressure and 
occupation are concerned in the frequency 
of the hyperkeratotic type on the palms and 
soles. The intertriginous macerated type is 
commonly found in the interdigital folds. 
Painful fissures may develop as complica- 
tions in any of the types. 

The viability of the Epidermophyton ac- 
counts for the frequency of relapses of the 
disease. Farley’, who studied the dry ma- 
terial from several cases, found that Epi- 
dermophyton cruris was viable after 432 
days. Mitchell’ was able to cultivate Epi- 
dermophyton for 180 and 300 days and 
Trichphyton interdigitale for 300 days. 
Weidman’ was able to culture the Trichophy- 
ton interdigitale after eight months. An in- 
teresting report is that by Mitchell,who was 
able to culture the Epidermophyton inguin- 
ale from material brought to a boiling point 
in a 15 per cent solution of sodium hydrox- 
ide. 

METHODS OF DIAGNOSIS 

Although most cases of epidermophyto- 
sis infection of the hands and feet are more 
or less easily recognized by the trained ob- 
server, microscopical examination is a valu- 
able procedure, especially in the duobtful 
and generalized cases. The skin is cleansed 
with 95 per cent alcohol and the scales or 
the tops of the vesicles are collected with a 
sterile knife or curette. The specimen is 
then cut upon into pieces of split-pea size, 
placed on a glass slide, and a few drops of 
15 per cent potassium hydroxide solution 
added. After the cover-slip is in place, slight 
pressure should be made upon it, and the 
specimen then examined after thirty min- 
utes with a high-powered lens. To make 
further studies, cultures may be made, 
using slants of Sabouraud’s glucose media 
and then transplanting to Erlenmeyer flasks 
for more detailed study. 


SOURCES OF CONTAGION 

The disease apparently is not directly con- 
tagious, but is transmitted in most cases by 
inanimate objects. Burgess* studied the 
scrapings on the fourth interdigital space in 
one hundred normal individuals and report- 
ed negative findings. In 1923 I made cul- 
tures of scrapings from the fourth inter- 
spaces of fifty normal patients. I could ob- 
tain no positive cultures of ringworm. It 
seems therefore that the organisms are not 
saprophytes but are directly pathogenic. 

The ubiquity of the organisms accounts 
for the many channels of infection. The dis- 


ease is often acquired in gymnasiums, bath 
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houses, shower baths, and locker rooms. 
Among the long list of articles that have 
been found to harbor the fungi may be men- 
tioned wool thread, woolen socks, woolen 
bathing suits, leather gloves, the leather 
handles of golf sticks, the leather straps of 
wrist watches, shoes, towels, wash-cloths, 
underwear, rugs, bath mats, bath slippers, 
floors, bath tubs, and manicure instruments. 

Ordinary boiling does not seem to destroy 
the organisms in laundered goods. Although 
boiling in water for ten minutes kills the 
fungus in a test tube, some species are more 
resistant to heat than others. Weidman’s 
studies showed that most of the species were 
killed at temperatures far below the thermal 
death points of bacteria. 

Relapses are common in this disease. 
There are various reasons for these recur- 
rences. Some patients are discharged before 
they are completely well and before all the 
fungi have been destroyed. For this reason, 
it is important to treat all the cases for a 
few weeks after an apparent cure. The dis- 
ease may also spread, due to reinfection of 
the skin from scratching and picking. Un- 
suspected foci of fungi in other areas, such 
as the groin or nails, may be responsible for 
the dissemination of the disease. 

Hyperhydrosis is often associated with 
the disease, a factor that may have some 
bearing on the prevalence of the disease in 
summer time. A macerated skin offers a bet- 
ter medium than a dry skin. In many of 
the intertriginous types, there is a history 
of excessive perspiration. 

TREATMENT 

Epidermophytosis is a stubborn disease to 
treat because of the difficulty of applying 
a remedial agent of sufficient penetration, 
and because of the impossibility of steriliz- 
ing the skin. 

The two principals of therapy in this dis- 
ease are (a) exfoliation, (b) destruction of 
the organisms. Exfoliation may be brought 
about by physical agents, such as light cur- 
ettement, the energetic rubbing of the lesions 
with dry gauze, abrasive soaps, ultra-violet 
light, or the x-rays. Of the drugs used to 
produce exfoliation, salicylic and benzoic 
acid (Whitfield’s ointment) have proved use- 
ful in many cases.. The list of parasiticides 
includes tincture of iodin, mercurochrome, 
potassium permanganate, carbon tetrachlo- 
ride, acroflavine, copper sulphate, ammoni- 
ated mercury, and sulphur. The numerous 
remedies listed above is a confession of our 
inability to successfully cope with this dis- 
ease. 

Small doses of x-ray are very useful, espe- 
cially in the vesicular and intertriginous 
types. The itching is soon controlled and 
the lesions disappear much quicker than 
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when local methods alone are used. Care 
must be taken that the palmar types are 
not treated too often, as extreme dryness 
may result. 

In the keratotic types involving the palms 
of the hands, the ordinary abrasive soaps 
used by mechanics are of value in softening 
the affected areas and shortening the course 
of the disease. 

In beginning treatment of any of the 
types of epidermophytosis, the dermatitis 
must of course be treated first and specific 
therapy instituted only after the process has 
quieted down; otherwise the resulting irri- 
tation may spread the disease and increase 
the resistance of the lesions to further treat- 
ment. 
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PUBLIC HEATTH ADMINISTRATION IN 
NEW MEXICO 
JAMES A. TOBEY, LL.B., DR. P. H. 
New York, N. Y. 

New Mexico is one of the three states in 
the country in which state health activities 
are supervised by a department of public 
welfare. 

HISTORY AND DEVELOPMENT 

A territorial board of health was organ- 
ized in New Mexico as early as 1882, but 
this board held infrequent meetings, some- 
times only after intervals of two or three 
years. In 1901 the legislative assembly es- 
tablished (Laws of 1901, Chapter XVIII) a 
board of health of seven, appointed by the 
governor for two year terms, and in 1903 
(Laws, Chapter 103) gave this board exten- 
sive powers to make regulations and deal 
with diseases. The board was likewise auth- 
orized to appoint physicians as county 
health officers. 

This board was changed, in 1907, to the 
New Mexico Board of Health and Medical 
Examiners, comprised of seven reputable 
physicians (Chapter 34, 1907, as amended 
by Chapter 99, 1909). It had all the powers 
of the former board, but never received an 
appropriation for any purpose. Fees were 
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received irom the licensing of practiticners 
of medicine, but this source of income 
cventually became inadequate even to sup- 
port this particular activity. 


New Mexico was admitted to the Union 
as a State in 1912. In 1914 Dr. C. V. Chapin 
during his survey of state health work, 
found that New Mexico was doing nothing 
in the way of state health activities and he 
gave the state a rating of zero on the basis 
of 1000 points’. In 1918 a survey of public 


‘health administration in New Mexico was 


made by an officer of the United States Pub- 
lic Health Service’. He reported that no 
health work had been undertaken as a state 
function, except certain limited activities 
against the venereal disesaes, which had 
been inaugurated in March, 1918, as a con- 
sequence of an appropriation from the State 
Council of Defense. County health work was 
being conducted and there were a few muni- 
cipal health agencies, though all these activ- 
ities were decidedly limited. The health of- 
ficers were all part time, except in Albu- 
queraue, where there was a full time lay 
health officer. This survey contained twen- 
ty-four recommendations for improving san- 
itary organization and administration. 


In 1919 a new public health law was 
passed (Chanter 85. Act of March 15, 1919), 
this being the first state health legislation 
since 1909. A state department of health 
was created, consisting of a board and a 
commissioner. The board was made up of 
three persons, not more than one of whom 
could be a licensed physician, appointed for 
six year terms by the governor, with the ad- 
vice and consent of the Senate. The com- 
missioner of health was appointed by the 
board and was required by law to be “a per- 
son having experience and special training 
in santiary science and public health admin- 
istration.” An avpropriation of $13,000, the 
first state fund for public health in the his- 
tory of New Mexico, was made, though this 
amount was less than half that advocated 
in the 1918 survey. 

The first board of health had a woman as 
chairman, its other members being a phvsi- 
cian and a well-known lay _ tuberculesis 
worker. The first act of the board was to 
request the detail of an officer of the Unit- 
ed States Public Health Service as tempo- 
rary commissioner’. Such an officer was de- 
atiled and served until the end of 1921, when 
he was succeeded by the present executive. 


A child welfare service for the state had 
been created in 1919. In 1921 the legislature 
combined this service with the health de- 
partment to form a state department of 
public welfare (Chapter 117, Act of March 
11, 1921). It consisted of a board of five 
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and bureaus of child welfare and public 
health, respectively, and such other bureaus 
and divisions as the board should deem nec- 
essary. The board was required by law to 
have not less than two nor more than three 
women as members. 
PRESENT ARRANGEMENT 

The board of public welfare consists, in 
1928, of two physicians, two women, and a 
layman. There are two bureaus under its 
direction, the bureau of public health and 
the bureau of child welfare, the directors of 
which are appointed by the board for in- 
definite terms. The director of public health, 
required by law to be a person having ex- 
perience and special training in sanitary sci- 
ence and public health work, is a physician 
who devotes full time to his duties. The di- 
rector of child welfare is required to be a 
woman of experience and special training in 
child welfare work. The present director de- 
votes full time to her duties. The compensa- 
tion of each of these officials is set in the 
law at not exceeding $4,000 a year. The ap- 
propriation to the bureau of public health 
was $27.500 for each of the fiscal years 
(ending July 1) 1928 and 1929. 


POWERS OF THE DEPARTMENT 


The powers of the state department of 
public welfare with respect to health are 
very broad, being set forth in the law as 


follows: 

The State Department of Public Welfare shall 
have supervision over the health of the people of 
the State and possess all powers necessary to ful- 
fill the duties prescribed by law with respect there- 
to, and to bring actions in courts for the enforce- 
ment of health laws and the rules, regulations and 
orders promulgated thereunder by the State Board 
of Public Welfare. It shall be the superior health 
authority of the State and have powoer to investi- 
gate, control and abate the causes of disease, espe- 
cially epidemics, sources of mortality and the ef- 
fect of localities, employments and other condi- 
tions upon the public health; to inspect public 
buildings, institutions and premises and industries; 
to establish, maintain and enforce isolation and 
quarantine; to close theatres, schools and other 
public places and to forbid gatherings of people 
when necessary to protect the public health; to 
abate nuisances; to regulate the plumbing, drain- 
age, water supply, sewage and waste disposal, 
lighting, heating and ventilation and sanitation 
of puble buildings; to regulate the sanitation of 
schools, hospitals and sanitoria, maternity homes, 
asylums. orphanages, hotels, lodging houses and 
tenements, factories, workshops, industrial and la- 
bor camps, recreational resorts and camps, barber 
shops, swimming pools and public baths, places of 
public amusement, and public conveyances and sta- 
tions; to collect, compile and tabulate reports of 
marriages, births, deaths and morbidity and to re- 
quire any person having information with regard to 
the same to make such reports and submit such 
information as it shall by regulation provide: to 
cooperate with federal health authorities; and other 
health agencies in carrying out measures for the 
protection of the public health and to incur ex- 
penditures in that behalf; to regulate the disposal, 
transportation interment and disinterment of the 
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dead; to make laboratory investigations of public 
health matters and maintain facilities for that pur 
pose; to disseminate public health information; to 
prevent infant mortality; to prescribe prophylactic 
treatment for the prevention of infant blindness; to 
promote child hygiene; to regulate the practice of 
midwifery; to regulate the sanitation and safety 
for consumption of milk, meats and other foods: to 
supervise the work of local health officers, to pro- 
mulgate rules and regulations governing the same, 
and to perform the said work, at the expense of 
the county or municipality affected, in case the 
local health or governing authorities fail, neglect, 
or refuse to perform said work or make proper 
provision therefor. 


In accordance with this authority many 
rules and regulations have been promulgat- 
ed by the board. They cover such subjects 
as: the control of communicable diseases; 
sanitation of public camp grounds: sanita- 
tion of construction camps; notifiable dis- 
eases and accidents; deaths and births; the 
dead, midwifery, qualifications of county 
health officers; infant blindness; water sup- 
plies and sewage disposal; common drink- 
ing-cups and towels; swimming pools; rail- 
way sanitation; shellfish; insanitary toilets; 
public schoo! buildings . 


4 ADMINISTRATIVE ORGANIZATION 
Under the supervision of the director, the 
bureau of public health has five divisions 
as follows: 
County Hea!th Work 


Laboratory 

Vital Statistics 

Preventable Diseases 

Sanitary Engineering and Sanitation 

Child Hygiene and Public Health Nursing 

Public Health Education. 

Each is in charge of a full-time executive. 
a activities may be summarized as fol- 
Ows: 

County Health Work. This division assists 
local part time health officers in the control 
of disease outbreaks and stimulates the de- 
velopment of adequate local health service. 
In 1925 there were ten full-time county 
health officers, but in 1928 there were only 
seven. 

There were in 1928 no municipal health 
officers in the state. 

Laboratory. The laboratory makes gen- 
eral diagnostic tests and analyzes water 
samples. 

Vital Statistics. This division collects and 
compiles birth and death statistics. The 
state has not yet been admitted to the Fed- 
eral registration areas. This division also 
collects morbidity reports. 

Preventable Diseases. The director of the 
bureau supervises this division, though the 
actual collection of data is entrusted to the 
chief of the vital statistics division. 

Sanitary Engineering and, Sanitation. 
Plans for water supplies and sewerage are 
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received and approved by this division and 
investigations and inspections are made. 

Child Hygiene and Public Health Nursing, 
This division conducts general maternity and 
infant hygiene work and public health nurs- 
ing. The state has accepted the Federal 
Maternity and Infancy Act and under its 
terms was allotted $12,430.33 for the fiscal 
year 1924, 

The Bureau of Child Welfare in the De- 
partment of Public Welfare has jurisdiction 
over such matters as child labor, mental hy- 
giene, institutional service, community or- 
— for social work, and social case 
work. 


Public Health Education. This work is in 

charge of the director. 
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CLINICAL CASE STUDY FORUM 


(Based on the cases to be studied by the 
Yavapai County-Fort Whipple groups.) 

Any medical society or hospital staff in 
the southwest is invited to discuss these 
cases and send in their conclusions for pub- 
lication in the November issue of this jour- 
nal. 

CASES FOR OCTOBER 2, 1928 
CASE 1. 


A married Irishwoman sixty-one years old came 
to the Emergency Ward August 11 complaining of 
hematuria. 

A year and a half befora admission she fell on 
her knees and heard something snap in the small 
of her back. The following day she had gross hema- 
turia which cleared up very soon and returned only 
rarely until six months before admission. Then she 
had another attack which immediately cleared up. 
X-ray examination of the genito urinary tract at 
this time was said to be negative. Two months be- 
fore admission she had another attack. For one or 
two months she had had pain in the right side. For 
six weeks she urinated three or four times at night. 
There was no frequency by day. At present her 
urine was “very hard and sudsy.” At times she had 
pain radiating down the lateral surface of the right 
hip, and also pain up the back of her neck. She 
tired ‘very easily and she fainted easily. At times 
she felt a “smothering sensation in her epigastrium.” 
She had marked dyspnea on exertion. Her present 
weight was 165 pounds, normal for her. 

Here family history is irrelevant. Her past his- 
tory was negative except for frequent colds and sore 
throats. 

Clinical examination showed a dyspneic wom- 
an lying flat. The skin was pale, the lips and 
mucous membranes cyanotic. Numerous carious 
teeth. Marked pyorrhea. Heart not enlarged, action 
irregular, rate 120, sounds not of good quality, no 
murmurs. Pulses and arteries normal. Blood pres- 
sure 115/85. Lungs normal. Abdomen obese. Full- 
ness and a questionable mass in the right flank. 
Right costovertebral tenderness. Pelvic examina- 
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tion: uterus in two degrees retroversion, moderate 
vaginal discharge, laceration of cervix. Pupils 
slightly sluggish. Knee-jerks not obtained even with 
reinforcement. 

Amount of urine not recorded. Sediment of a 
catheter specimen showed 5 to 10 red blood cells 
per highpower field. Another specimen showed a 
very slight trace of albumin, specific gravity 1.025, 
5 leucocytes and 1 red cell. Blood not recorded. 
Wassermann negative. 

Temperature 101.2 deg. to 97.2 deg, pulse 90 to 
115, respiration 20 to 31. ; 

The patient had considerable pain in the right 
flank and seemed low spirited and exhausted. Au- 
gust 12 cystoscopy was done and a pyelogram taken. 
She seemed to be quite comfortable afterwards and 
slept well, although her pulse was 90 that evening. 
Early the next morning she awoke dyspneic and 
said she was dying. The pulse was 160, the respira- 
tion 48. An hour later the house officer found her 
dead. The chest and abdomen were resonant through- 
out, the abdomen soft. 


CASE 2. 


A married Canadian woman fifty-eight years old 
came to the Out-Patient Department November 4 
complaining of pain and gas on the stomach of two 
months’ duration, with a letter from her physician 
with a diagnosis of gastritis and neurasthenia. 

She dated the trouble from a hysterectomy for 
fibroids of the uterus thirteen years previously. 
After the operation she had one sharp attack of gas 
and pain in the epigastrium. After this she was 
in good health until three years before the visit. 
Then when mourning for the death of sister she had 
noises in her head and was told that she had a high 
blood pressure. A year before the visit she began 
to have gas after eating certain things and tearing 
pain in the epigastrium relieved by belching. The 
pain occurred half an hour after meals and was 
somewhat relieved by eating a cracker or by baking 
soda. There was diffuse radiation of the pain, no 
definite sharp radiation to the right scapula. She 
once tried: induced vomiting with relief. Russian oil 
gave much relief. Her bowels always moved one to 
three times daily without physic. Ten days before 
the visit she noticed jaundice and a little fever. 
Both of these had persisted. Her weight four years 
ago was 165 pounds, two years ago 145, the past 
summer 135 and at present 107. 

She gave a history of urticaria, of shortness of 
breath for a year, growing progressively worse, pal- 
pitation for three months, appetite irregular. She 
had had occasional diarrhea for one or two days for 
a year. Her urine was occasionally dark. 

Examination showed jaundice of the skin and 
sclerae. Tonsils large, boggy and follicular, with 
slight injection. Some pyorrhea and dental caries. 
Heart not enlarged. At the apex a moderately loud 
somewhat rough systolic murmur widely transmit- 
ted. First sound not entirely obliterated. Second 
sound clear. A systolic heard at the aortic area, 
probably the systolic from the apex transmitted; 
not heard at the pulmonic area. Aortic second sound 
rough. Occasional extrasystoles. Lungs normal. 
Spleen palpable at the costal edge, descending two 
fingerbreadths below the margin on inspiration. A 
small indefinite mass in the right upper quadrant 
near the midline. A median laparotomy scar in the 
lower abdomen. ; 

Hemoglobin 80, red blood count 4,520,000, smear 
normal. Temperature and pulse normal. 

The patient was given orders for sodium bromide, 
nux vomica and gentian compound and milk of mag- 
nesia. A gastro-intestinal series with a Graham 
test was ordered. 

November 9 x-ray examination with a barium 
meal showed no definite lesion. Peristalsis of the 
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stomach was sluggish. The duodenal cap was irrit- 
able and emptied rapidly. Examination with a bar- 
ium enema was negative. The gall-bladder was re- 
ported negative. 

November 18 she reported feeling much petter. 
The pain in the stomach was gone. She was referred 
to the Dental Clinic, where all her lower tecth and 
some upper teeth were extracted. December 2 her 
blood pressure was 214/100. After the extraction of 
her teeth her digestion was much better. 


Dcevember 30 she reported for blood pressure. She 
had had another bad attack of indigestion begin- 
ning December 22 and lasting until the visit, with 
severe shcoting pains in the stomach and burining 
in the back. She raised gas and was hungry all the 
tiaie. One day she had marked jaundice followed 
by ivchiag, also probably clay colorcd stools. Her 
blood pressure was found to be 176/104. Her weight 
98% pounds. 


She did not keep an appointment for January 5. 
and was not se2 again at this Out-Patient Depart- 
ment. . 


CASES FOR OCTOBER 16, 1928 


CASE 1 


An unmarried American stenographer twenty-five 
years old entered the hospital January 5 complain- 
ing of abdominal pain. 


For forty-eight hours before admission she had 
had moderately severe epigastric pain. At the onset 
she vomited about a cupful of reddish brown blood. 

The following day and the morning of admission 
she vomited clear fluid. During the illness she had 
had fever, anorexia and marked weakness. 

Her family history is good. 

Thirteen years before admission she had thy- 
roidectomy. Two years before admission she had 
appendicostomy for colitis. She had had periodic 
sensations of discomfort in the epigastrium, usual- 
ly of a day’s duration, which occurred coincidental- 
ly with menstrual cycles and followed complete 
cessation of menstruation in April, twenty months 
before admission. Since the onset of this her stools 
had had the gross characteristics of mucous colitis. 
Her catamenia had always been irregular. During 
the winter before admission she was despondent 
and attempted suicide with veronal. During the 
past few months her health had been good as com- 
pared with the past few years. She had gained 
weight. 

Clinical examination showed a fairly well devel- 
oped and nourished woman with pale skin and 
mucous membranes. An old scar on the anterior 
surface of the ueck, well healed. Heart; not en- 
larged. A soft blowing systolic murmur over the 
apex, not transmitted. Pulses not of good volume 
and tension. Blood pressure 130/70. Lungs nor- 
mal. Abdomen somewhat distended, tympanitic 
throughout, tender over the right upper quadrant 
and epigastrium, especially the former, on deep 
palpation. An old scar over the appendix with a 
small fistula. Slight purulent discharge. Vaginal 
examination unsatisfactory. Moderate tenderness 
in both fornices. Extremities, pupils and reflexes 
normal. 

Urine at admission negative. The day of death 
the very slightest possible trace of albumin, ace- 
tone positive, 6 to 10 leukocytes and 2 to 5 red 
cells per field’ (not a catheterized specimen), many 
granular casts. Blood: 21,000 to 16,600 leukocytes, 
82 per cent polynuclears, 20 per cent lymphocytes, 
hemoglobin 50 per cent, reds 3,500,000. Wassermann 
negative. Stool examination showed gross blood 
and bile. 

X-ray. The detail of the lung was obscured by 
respiratory motion. The right lung was slightly 





‘less radiant than the left, especially at the base. 
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Temperature 102° to0106.2°, rectal. Pulse 112 to 
167. Respirations 24 to 37. 

The patient was critically ill, semidelirious. She 
went rapidly downhill. The medical and surgical 
House staff and a medical consultant could make 
no diagnosis. January 7 she became comatose. A 
lumbar puncture showed normal dynamics. The 


spinal fluid showed 350 leukocytes, normal chemi- 
That day the patient died. 


cal contents. 


CASE 2 

A married Italian woman forty-two years old 
came February 26 to the Emergency Ward, where 
she was thought to be uremic. 

For two weeks she had had headache and dim- 
ness of vision. 

Her family history is unimportant. She had had 
éleven children. All but two had died. Her hus- 
band denied venereal disease. His pupils reacted 
slightly. 

The only past history obtained was that she was 
in bed for ten days with slight fever two summers 
before admission. 

Clinical examinatoin showed a well nourished 
woman. No rigidity of the neck. Transient internal 
strabismus of both eyes. Right eye slightly more 
prominent than left, with redness of the conjunc- 
tiva. Slight ptosis of left lid. Left side of face 
moved less than right. Smoothing out of lines 
on that side. Many small bilaterally enlarged cervi- 
cal glands. Apex impulse of the heart not seen, 
barely felt in the fifth space in the nipple line, 11 
centimeters from midsternum, corresponding with 
the left border of dullness. Right border of dull- 
ness 4 centimeters from midsternum. Rhythm 
slightly irregular. Sounds of poor quality. A sys- 
tolic murmur at the apex, transmitted to the axilla. 
Aortic second sound accentuated. Pulses synchro- 
nous, equal, irregular, small volume and high ten- 
sion. Artery walls not felt. Systolic blood pres- 
sure 120. Lungs, abdomen and pupils normal. 
Right knee-jerks present but slight. Left knee-jerk 
not obtained. Plantar reflexes normal. 

Amount of urine not recorded, urine cloudy, spe- 
cific gravity 1.029, a trace of albumin, rare hyaline 
casts and much pus in the single examination. 
Hemoglobin 80 per cent. Slight poikilocytosis, oth- 
erwise blood smear normal. Leukocytes not record: 
ed. 

Temperature 97.4° 
respirations normal. 

The patient was very noisy and entirely unrea- 
‘sonable. She complained of constant headache. 
February 28 there was nothing new on physical ex- 
amination except possbily a little rigidity of the 
neck. A lumbar puncture done that day gave about 
40 cubic centimeters of cloudy pinkish fluid under 
considerable pressure. In the counting chamber 
only red cells were seen. On centrifugalization 
red sediment was thrown down, leaving a clear col- 
orless supernatant fluid. Smear showed red cells, 
rare mononuclears and very rare polynuclears. No 
bacteria seen. Culture: no growth. March 1 a 
second lumbar puncture was done and similar fluid 
was obtained. A neurological consultant found 
paresis of one or more of the ocular nerves and 
noted that the patient did not use the right side of 
her mouth well. He obtained no knee-jerks. She 
refused to do or say anything at his examination. 
A consulting oculist found the right eye slightly 
prominent. He was unable to make out any limita- 
tion of motion. The left eye showed convergence 
at times. Both fundi were normal. 

The patient continued to complain a great deal 
of headache. She lay in stupor and suddenly cried 
out. March 2 she died. 


to 100.4°, pulse 120 to 61, 


SOUTHWESTERN MEDICINE 


The discussions of Yavapai County-Fort 
Whipple group, of the Maricopa County Med- 
ical Society, and of any other society or 
staff organization who will send in their 
discussions or diagnostic conclusions, will be 
published in our November issue. Save these 
clinical histories as they will not be repub- 
lished. In the November issue, the discus- 
sions of the Massachusetts General Hospi- 
tal clinicians will also be published, with 
autopsy findings. 


THE SOUTHWESTERN MEETING 
Albuquerque—November 8, 9 and 10. 
Dr. J. R. Van Atta, of Albuquerque, chair- 
man of the Program Committee, announces 
that there will be an excellent program, full 
details of which will be given in our October 
issue. The Program Committee deferred to 
the wishes of the Bernalillo County Medical 
Society, and have endeavored to formulate 
a clinical congress patterned after last year’s 
meeting. The following are some of the men 
who will participate: 

Dr. H. J. Ullman, radiologist of the Santa 
Barbara Cottage Hospital, Santa Barbara, 
Calif., will give two clinical talks on phases 





of his work. Dr. Ullman was one of the 


first men in this country to undertake the 
investigation of the use of colloidal lead in 
malignancies, after the work of Bell (Eng- 
land) was announced. In the field of radia- 
tion treatment, Dr. Ullman has been a lead- 
er. 

Dr. Verne C. Hunt, of the Mayo Clinic, 
Rochester, will give two clinical addresses 
on surgery. Dr. Hunt is one of the well- 
known surgeons of the Mayo group, and is 
Associate Professor of Surgery at the Uni- 
versity of Minnesota Medical School. He is 
a graduate of Rush Medical College, class of 
1913. 

Dr. Simon Jesberg, of Los Angeles, will 
present a paper on Bronchoscopy. Dr. Jas- 
berg is one of the leading men on the coast 
in this line of work. 

Dr. Dennis R. W. Crile, of Chicago, an 
orthopedic surgeon of Chicago, will give one 
clinical address on some surgical subject. 
Dr. Crile is a comparatively young man, 
graduated from Harvard University Medical 
School in 1917, but is one of the leaders in 
his line of work in Chicago. 

Dr. William Engelbach, of St. Louis, hard- 
ly needs introduction. With the degrees of 
B. S. and M. S. from the University of IIli- 
nois, he graduated from Northwestern Uni- 
versity Medical School in 1902, followed by 
postgraduate work in Paris, Berlin and 
Vienna. He was instructor of medicine in 
St. Louis University from 1906 to 1909; 
then assistant professor of medicine in the 
same school from 1909 to 1911; then pro- 
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fessor of medicine from 1911 to 1924. Was 
the chief of staff of St. John’s Hospital 
from 1909 to 1924. He will present two clin- 
ical lectures on subjects relating to endo- 
crinology. 

Dr. John H. Musser, of New Orleans, pro- 
fessor of medicine at Tulane University, 
president-elect of the American College of 
Physicians, will give a clinical address on 
some subject in internal medicine. Dr. Mus- 
ser has had a distinguished career; with a 
B. S. degree from the University of Penn- 
sylvania, he took his medical degree from 
the same school in 1908; after serving as 
assistant professor of medicine at his alma 
mater from 1919 to 1924, during which time 
he was also editor of the American Journal 
of Medical Sciences, he accepted the chair 
of medicine at Tulane University in 1925, 
where he has been since. 

Dr. Karl A. Meninger, of Topeka, Kans., 
is so well known through the southwest 
that he is almost one of us. Since his grad- 
uation from Harvard Medical School in 1917, 
he has given his attention to neuro-psychi- 
atry. As a teacher and lecturer Dr. Menin- 
ger always attracts, and those who have 
once heard him will go far to hear him 
again. 

Dr. Leonard Freeman, of Denver, profes- 
sor of surgery at the University of Colorado 
Medical School, one of the eminent teachers 
of surgery in the west, will give an address 
on some surgical subject. ; 

Dr| James W. Kennedy, of Philadelphia, 
one of the leading surgeons of that city, will 
give a clinical talk. Dr. Kennedy, a graduate 
of Jefferson Medical College in 1899, is sur- 
geon in charge of Joseph Price Hospital, 
gynecologist to the Coatesville Hospital, 
gynecologist and obstetrician to the Phila- 
delphia Dispensary. 

Dr. J. Arthur Myers, of Minneapolis, will 
present a paper on some phase of internal 
medicine. Dr. Myers, with degrees of B.S. 
and M.S. from Ohio University, took his 
medical degree from the University of Min- 
nesota in 1920. He was instructor in an- 
atomy at the University of Missouri in 1913 
and held a similar position with the Univer- 
sity of Minnesota from 1914 to 1919; he 
was assistant professor of medicine at the 
University of Minnesota from 1920 to 1925, 
and was chief of staff of the Lymanhurst 
Hospital from 1921 to 1928; he has been 
chief of the tuberculosis service of the Min- 
neapolis General Hospital from 1923 to 1928. 

Dr. John W. Shuman, of Los Angeles, will 
present a paper on Lung Abscess, with clinic. 
Dr. Shuman, after graduation from the Uni- 
versity of Pittsburgh in 1912, was located 
at Sioux City, Iowa, where he was senior at- 
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tending physician at St. Vincent’s and the 
Good Samaritan Hospitals from 1913 to 
1922; he was professor of medicine at the 
University of Beirut in Syria 1922 and 
1923. He is now senior attending physician 
for the Los Angeles General and Hollywood 
Hospitals. 





ABSTRACTS FOR CURRENT 
LITERATURE 


' Annual Reprint of the Reports of the Council on 
Pharmacy and Chemistry of the American Medicai 
Association; for 1927; with the comments that have 
appeared in the Journal. 


During the course of a year the Council exam- 
ines a considerable number of agents which it 
cannot admit to New and Non-official Remedies. 
The reports of findings and studies upon the re- 
jected substances are published in the Journal and 
this small volume is a collection of the reprinted 
articles. In certain instances there is found ma- 
terial here which was not of sufficient importance 
to occupy space in the Journal, but which is in- 
cluded here in order to make the reports complete: 

In instances the reports are in the nature of 
preliminary findings and only subsequent examina- 
tions will place the remedies in question in New 
and Non-official Remedies or in the rejected class. 

Ask the “Detail” men if their remedies are found 
in New and Non-official Remedies; if they are not 
found there the real reason will be found in this 
work and probably not in the explanation of the 
“detailer.” ; 





SYPHILIS: A Treatise on Etiology, Pathology, 
Symptomatology, Diagnosis, Prophylaxis and Treat- 
ment—by Henry H. Hazen, A.M., M.D., Professor of 
Dermatology and Syphilology, Medical Department 
of Georgetown University; Professor of Dermatol- 
ogy and Syphilology, Medical Department of How- 
ard University; Member of American Dermatologi- 
cal Association; Visiting Dermatologist and Syph- 
ilologist to Georgetown University Hospital, Freed- 
men’s Hospital; Author of “Diseases of the Skin”, 
“Cancer of the Skin”, etc.; Second Edition; with 
165 ilustrations including 16 Figures in color; St. 
Louis; C. V. Mosby Company; 1928; $10.00. 


Monographs are the best type of books for sci- 
entific subjects. They become out of date, but the 
references to the literature always make them val- 
uable reference works. This monograph is splen- 
didly languaged, chaptered, paragraphed, and il- 
lustrated. 

The paragraphs on Infection and Immunity, by 
Major Matthew A. Reasoner, U.S.A., in the chapter 
on Pathology is of exceptional interest and value. 


The reviewer finds much in the book to com- 
mend and nothing of importance to criticise. It 
seems that the malaria treatment of paresis should 
deserve more than one short paragraph which is 
all that is devoted to the subject. This speaks, 
however, for the author’s conservativeness. 


There are occasional errors. For example on page 
34 under viability, sixth line, we read: “Postmortem 
material containing organisms is infectious at the 
end of twenty-four hours.” Substituting “up to” for 
“at the end of” would not only shorten the sentence 
but would give more accurately the intent of the 
sentence. Again on page 552, third paragraph, he 
says:“The graduate physician can receive an in- 
tensive course of efficient training in one of a half 
dozen hospitals.” It is evident that the author 
means that the training can be received in any 
one of a half dozen hospitals. 
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SOUTHWESTERN MEETING IN 
ALBUQUERQUE 
Owing to hotel conditions in Albuquerque, 
it has been found neessary to change the 
dates of the Medical & Surgical Association 
of the Southwest meeting to November 8, 9 
and 10. - 


Detailed announucement about special fea- 
tures of the program will be found else- 
where in this journal. Complete program 
may be looked for in our October journal, 
which will issue about October 15th. 

This is the second time the Association 
has gone to Albuquerque, and the Bernalil- 
lo County Medical Society is preparing for 
a banner meeting, and cordially invites every 
doctor in the Southwest, with wives and 
families, to attend. The beautiful new hotel 
which will be our headquarters, offers a 
very attractive setting for our meetings. 
Built in pueblo style, it is one of the show- 
places of the Southwest. 

Albuquerque has several excellent hos- 
pitals and sanitaria available for clinics. 
Several of our noted visitors will hold teach- 
ing clinics, and this should prove a very at- 
tractive meeting. 





DR. CHARLES A. PETERSON 
(By Dr. W. V. Whitmore) 


The Pima County Medical Society is now 
called upon to mourn the death of Doctor 
Peterson. Last winter, about a month after 
we learned that Doctor Butler was afflicted 
with a malignant disease—before we had 
forced ourselves to accept that—we were 
cast into deeper gloom by the fact that Doc- 
tir Peterson had a similar trouble. In the 
case of Doctor Peterson the initial lesion 


was quite circumscribed and its prompt and 
apparently complete removal gave hope that 
the lesion had not seriously invaded the gen- 
eral system and that thus his life might be 
spared. While both doctors received treat- 
ment from some of the leading experts in 
the country, it did not avail. 


Dr. Peterson came to Tucson shortly af- 
ter his discharge from the World War. He 
promptly acquired an extensive and appreci- 
ative clientele and soon became recognized 
as very successful. Later, he became the 
most popular and efficient obstetrician Tuc- 
son has ever had. His work in this line soon 
occupied practically all his time, leaving 
none for general practice. 


He possessed excellent personal qualities 
—was pleasant, kind, considerate, always 
good natured and had a good word for every- 
ene, he was always sincere, square and to be 
depended upon. Naturally the members of 
the society appreciated such qualities and 
were all his friends. 


Outside the profession these same quali- 
ties secured. for him numerous friends. | 
doubt if any member of the profession here 
has ever had a larger number of real genv- 
ine friends—from all walks of life. 


But above professional popularity and 
3uccess—above these personal qualities, ad- 
mirable as they were, were his high ideals, 
his upright life and his Christian character. 
His domestic relations were ideal. He was 
a devoted husband and a kind and indulgent 
father. He felt most keenly the loss of his 
eldest son as a result of experience in the 
war. (Another son lost his health from the 
same cause.) Surely this family did its 
“bit” for the country. 
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He was a loyal and valuable citizen, court- 
ing no publicity, he supported every meas- 
ure for the improvement of the community. 

No member of this society had to apolo- 
gize for any act of Dr. Peterson’s. In fact, 
the society has never had a member more 
worthy to serve as an example to others— 
particularly the younger men. Dr. Peterson 
will long be remembered because of his ex- 
cellent qualities. 





PERSONAL LIBERTY AND PUBLIC 
HEALTH IN NEW MEXICO 


Our sympathies are entirely with Dr. 
Luckett, head of the Bureau of Public 
Health of New Mexico, in his determined 
efforts to secure compliance with the vital 
statistics requirements of that state. In a 
personal communication, Dr. Luckett states 
that our news item of last month to the 
effect that some of the New Mexico doc- 
tors might have an opportunity to see the 
inside of a jail on account of their derelic- 
tions, is being quoted in that state to his 
embarrassment. We are perfectly willing to 
admit that the statement about the jail was 
fathered by our own wish that such might 
be the case. 

Too long have New Mexcio doctors and 
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Arizona doctors, and doctors elsewhere, tak- 
en refuge in the lackadaisical good-nature of 
the officials entrusted with the care of the 
public health. The idea that a doctor is at 
liberty, after securing a license to practice, 
to handle the sick who come under his care 
without due regard for the public welfare, 
is a false notion and if heavy fines or jail 
sentences are necessary to bring about a 
proper understanding of, and respect for 
the public health laws, then we say more 
power to the health official courageous 
enough to enforce these laws| No doctor is 
of sufficient importance in any community 
to justify the idea that HE is not bound by 
the health and vital statistics laws of the 
commonwealth. Simply because he does not 
see or appreciate the importance of regis- 
tration of births and deaths is not sufficient 
reason for his neglect in complying with 
these laws. When a man cannot see he 
should be willing to be led by those who do 
see. 





PERSONALS AND NEWS NOTES 
DR. R. B. HOMAN, medical director of the Homan 
Sanatorium of El Paso, Texas, has given up his of- 
fice in the First National Bank Building of that 
city, moving to the sanatorium, where he will do 
all his work in the future. 
DR. J. H. WOOLEY, formerly of Sonora, Mex- 
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ico, will be located in Tucson, Ariz., after Septem- 
ber. He has been spending the summer months on 
the coast. 

DR. W. M. RANDOLPH, for many years located 
in Cochise County, lately at Dos Cabezas, has re- 
turned to Virginia, his old home, and will be locat- 
ed at 406 Park St., Charlottesville, Va., in the fu- 
ture. The profession in Arizona will regret the loss 
of Dr. Randolph from their circles. 


DR. L. A. W. BURTCH, of Phoenix, has taken 
postgraduate work in the eastern cities during 
August and September. 

DR. FRED HOLMES, of Phoenix, who with Mrs. 
Holmes, spent the summer in postgraduate work 
in Eurape, has returned to his practice. Most of 
his work was taken in Vienna under Neumann, but 
some time was spent in other cities where the best 
work is done in chest diseases. 


DR. HARLAN P. MILLS, of - Phoenix, has _ re- 
turned to his work with the Pathological Labora- 
tory, after a month spent in touring the national 
parks in the west, including Mesa Verde, Yellow- 
stone, Zion, Bryce, Grand Canyon. 

DR. E. L. CHRISTENSEN, of Miami, will spend 
the month of September in special study in eye, 
ear, nose and throat in the clinics of San Fran- 
cisco and vicinity. 

DR. RAY FERGUSON, of the White River In- 
dian Reservation, was in Safford, Ariz., on business 
affairs during the latter part of August. 

DR. E. S. GODFREY, Director of the Bureau of 
Communicable Diseases of the State of New York, 
formerly Superintendent of Health of Arizona, will 
direct the Section on Epidemiology for the 57th 
annual convention of the American Public Health 
Association, which will be held at the Stevens Ho- 
tel in Chicago, October 15th to 19th. 

DR. FELIX P. MILLER, of E! Paso, president of 
the Texas State Medical Association, entertained 
Dr. M. E. Taber and family, of Dallas, early in 
August. Dr. Taber came to western Texas bear 
hunting. 

DR.. CARL H. LUND, of Douglas, was confined 
to the Presbyterian Hospital in Chicago, for some 
time during August, undergonig examination and 
observation. 

DR. O. H. OLIVER, formerly of McNary, Ariz., 
has moved to Douglas, Ariz., where he will engage 
in practice. His address is 800 Bleventh St. 

DR. R. J. STROUD, of Tempe, Ariz., addressed 
the Hiram Club of Phoenix on August 15th, on the 
subject of “Present Day Necessities in Preventive 
Medicine.” 

THE ARIZONA STATE BOARD OF HEALTH 
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has issued a set of regulatoins governing the sani- 
tation of tourist camps. After inspection of the 
camps, approval of those which comply with the 
regulation is given. The regulations, when con- 
plied with, should go far toward preventing spread 
of disease from such gatherings. 

The new VETERANS’ BUREAU HOSPITAL in 
Tucson, Ariz., has been completed and the keys 
turned over to Medical Director Wm. McFaul. For- 
mal opening of the hospital has been set for Oct- 
ober 17th. The dedication services will be in charge 
of the American Legion of Tucson, and the program 
includes addresses from Gen. Frank Hines, director 
of the Veterans’ Bureau, Goy. G. W. P. Hunt, Sen- 
ators Henry F. Ashurst and Carl Hayden, Repre- 
sentative Lewis Douglas, Mayor Frank Cordis of 
Tucson, and others. 

DR. WILLIAM DICK CUTTER, since 1923 dean 
of the New York Post-Graduate Medical School, has 
been appointed acting dean of the University of 
Southern California School of Medicine, which will 
open in September offering the first year of pre 
clinical medicine. 

Enrollment of first-year students in the newly-or- 
ganized school has been limited to 54. More 
than 200 applications for admission have been re 
ceived by the University authorities. From this 
number the 54 best-qualified applicants have been 
selected. Three years of pre-medical work in an 
approved college or university are required for ad- 
mission. 

The newly-appointed acting dean is a graduate 
of Yale University and the Medical School of Johns 
Hopkins University. from which he received his 
doctor’s degree in 1905. He served his internship 
at the French Hospital, New York City, and then 
joined the hospital staff of the Copper Queen Mine, 
Bisbee, Ariz., where he was located from 1906 to 
1910. The following year he became professor of 
physiology ond pharacology in the medical depart- 
ment of the University of Georgia, remaining there 
until 1919 when he became secretary of the Board 
of Medical Examiners of New York State. In 1923 
he took up his work as dean of the New York Post- 
Graduate Medical School. He resigned that posi- 
tion to accept the headship of the newly-constituted 
school at the University of Southern California. 

The new dean is a member of the American As- 
sociation for the Advancement of Science, the 
American Medical Association, the New York Acad- 
emy of Medicine, Phi Beta Kappa, and Sigma Xi. 

DR. WILLIAM LOWE, who came to Arizona sev. 
eral months ago after eighteen years in industrial 
work in New Jersey, has been located for the past 
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six months at the Grand Canyon Bridge site, tak- 
ing care of the industrial surgery for the Kansas 
Structural Steel company, who are erecting the 
bridge across the Colorado River seven miles below 
Lee’s Ferry. This bridge will stand as one of the 
noteworthy engineering features of modern times, 
and will open up the little known regions north of 
the Grand Canyon to. tourist travel. 


DR. C. D. JEFFRIES, of Williams, Ariz., has 
moved into new offices on the first floor of the new 
hotel building. From the “News” of Williams, Ariz., 
it is noted that he will have associated with him, 
DR. ORVILLE CUTTEMUP. 


DR. H. B. LEMBERG, of Casa Grande, Ariz., 
has opened the first unit of his new hospital in that 
town. The present unit will care for six patients, 
and has a fully equipped surgery. A graduate nurse 
will reside in the hospital. 


DR.-FRANK A. RUTLEDGE, formerly of Colum- 
bus, Ohio, has located in the Security Building, Phoe- 
nix, Ariz., where he will engage in practice. He an- 
nounces a practice specializing in diseases of the 
bowels and rectum. 


MEDICAL ARTS BUILDING IN EL PASO: 
The proposed medical building in El Paso, to ac- 
commodate doctors and dentists, seems to be assured. 
The proposed site is at the corner of Texas and 
Stanton streets. The building is being constructed by 
Mr. Bassett, president of the State National Bank, 
the architects being Trost & Trost. Dr. E. J. Cum- 
mins is acting as chairman of the committee of doc- 
tors to approve the general plan of the building. 


DR. L. M. TOMPKINS, of Gilbert, Ariz., was a 
delegate to the American Legion convention in 
Miami, in August. Dr. Tompkins was formerly lo- 
cated in Miami, where his many friends were glad 
to greet him. 


WHOOPING COUGH SEASON: Warnings are 
being issued by wide-awake health officials relative 
to whooping cough. This is one of the most danger- 
ous diseases which afflict children, causing more 
than ten thousand deaths annually. It is usually 
thought lightly of by the public, and there is great 
need for education relative to. the dangers of this 
infection and the best means to avoid it. 





ASK ME ANOTHER QUESTION 
(Neurology) 


Neurology is admittedly a difficult subject, but is 
one which every clinician should know something 
about. These ten questions (copied from a small ad- 
vertising pamphlet called “The Clinicist”), look easy, 
but the doctor who can obtain a passing mark on 
them is a good neurologist. Try it out on yourself. 

1. What is the Babinski sign? 

2. Paralysis of which nerve causes wrist-drop? 

3. What is the Brown-Sequard syndrome? 

4. What mental disease is characterized in its be- 
ginning by great emotional indifference? 

5. What is the most important sign of brain 
tumor? 

6. When the patient understands spoken and writ- 
ten language but cannot speak or write, what is his 
condition called? 

7. What is the most common cause of multiple 
neuritis? 

8. In what diseasedo the lands losé séfisation for 
pain, heat and cold, although the other senses are 
preserved? 

9. In hemiplegia what is the condition of the ten- 
don reflexes? : 

10. What is the specific treatment for epidemic 
meningitis? 
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BOOK REVIEWS 


ASTHMA—Its Diagnosis and Treatment—by W 
liam S. Thomas, M. D., Associate Attending Physi. 
cian in Immunology, St. Luke’s Hospital, New York; 
20 illustrations in black and white and six in color 
Paul B. Hoeber, Inc., New York; 1928; $7.50. 


There are 20 chapters as follows: Definition and 
use of the term “asthma”; nature and causes; path. 
clogy; outline of procedure in handjing a case; 
case history taking; physical examination—methods 
and findings; palliative treatment; protein § skin 
tests and their technique; protein skin reactions 
and their interpretation; some details of tcsting 
and treatment—proteins used; air-borne proteins; 
food proteins; autogenous vaccine skin tests— 
their technique—reactions and interpretation; pol 
len asthma and its diagnosis; treatment of pollen 
asthma; complications; non-specific radical meth. 
cds of treatment; causes of disappointing results. 
It also contains a bibliography consisting ‘of 14 
pages. 

The table of contents, as presented, gives a fairly 
complete conception of the book. The author has 
had an exceptionally large experience in the treat 
ment of asthma. He has 325 references to the lit- 
erature which are the more important recent con 
tributions to the. subject. 

The reviewer finds little to criticize either in the 
subject matter, or English. There are a few typo 
sraphical and other minor errors. 


On page 35, the 5th line from the top, the word 
multiple is used where it should be multiply. On 
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page 64, top line, the word “or” is used where “to” 
is evidently meant; also on page 98, in the fourth 
line from the bottom, the author uses “or” where 
“to” would give a better meaning. On page 93, in 
the first paragraph towards the end, he says ‘4/10 
of one per cent solution of sodium hydroxide may 
be weakened to one per cent.” It is evident that 
he means 1/10 of one per cent. In the seventh line 
of the second paragraph, page 114, the word “some” 
adds nothing to the strength of the sentence. Page 
152, in the fourth paragraph the third sentence, he 
says “we subjected all of our patients to an exam- 
ination”, where he means that they subjected all 
of the patients to physical examinations; plural 
should have been used instead of singular. Page 
155, in the last word of the first paragraph, “dis- 
covered” has an “I” in place of an “i.” On page 
215, in the fourth line from the bottom, there is a 
word “warranted” where it would appear that “un- 
warranted” is the word intended. 

On page 136, is given the substitutes for bread; 
I would suggest lima-bean flour from which bread 
can be made. 

On page 29, the author says that angioneurotic- 
edema may occur in the bronchial mucous mem- 
brane, but thinks it has not been substantiated. 
Frudenthal in 1912, observed a tremendous swelling 
of the trachea and bronchi during an attack of asth- 
Ephraim, Adams, Stork, Glasgow, Nowotony, Keiper, 
Heilskoy and Mahler, and Moeler. 

The author has prepared an excellent monograph 
which may be safely used as a guide for the hand- 
ling of asthmatic cases. It is the best which has 
come to the attention of the reviewer and conforms 
remarkably closely to the reviewer’s experiences. 

The book is to be commended as timely, thor- 
oughly rational, and in line with modern advances 
on the subject. It is unequivocally recommended. 





THE SURGICAL CLINICS OF NORTH AMER- 
ICA; June, 1928; Volume eight, Number three; 
Chicago Number; W. B. Saunders Company, Phila- 
delphia and London; Paper $12.00 and Cloth $16.00 
per clinic year. 

The June issue has 219 pages, 49 illustrations, 
20 contributors, and 31 separate reports. The more 
important subjects discussed are: Intussusception, 
anorectal disease, ventral hernia-fascia transplant, 
walking splint for delayed union and non-union of 
fracture of tibia and both bones of the leg, dif- 
ferential diagnosis of carcinomatosis and tubercu- 
lous peritonitis by means of the cystoscope, ab- 
scess of omentum, gastro-enterostomy disease, and 
alkalosis. 

The importance of alkalosis especially as a post- 
operative complication is stressed. In the patient 
in question a gastroenterstomy had been done by 
a tumor mass which obstructed the pylorus. The 
surgeon reflects that a second operation for re- 
moval of the obstruction, had it been thought of 
in time, would likely have saved the patient. He 
outlines the treatment consisting chiefly of hydro- 
chloridic acid by mouth and a five per cent sodium 
chloride solution by the veins. 


Each paper is full of helpful data. 





THE EXAMINATION OF PATIENTS, by Nellie 
B. Foster, M.D., Associate Physician to the New 
York Hospital; Associate Professor of Medicine at 
Cornell University College of Medicine; Second Bdi- 
tion revised; W. B. Saunders Company, Philadei- 
phia and London; $4.50. 

Practical books for review for physicians are 
none too numerous. Every physician and surgeon 
no matter how up to date and thorough, could 
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profit by a frequent perusal of this book by Fos- 
ter. It has but 392 pages and is only about one 
inch thick. It is a succinct, brief, encyclopedia of 
diagnosis. It is highly recommended by the re- 
viewer. 





UTERINE MALIGNANCIES:—This paper re- 
ports observations of the technic of management of 
uterine malignancies at the Radium Institute in 
Paris. The therapeutic indications at this Institute 
are as follows: (1) Cancers deemed best for sur- 
gery but not absolutely confined to surgery are, 
(a) adenocarcinoma of the cervix; (b) cancers co- 
incident with adnexal infection; (c) cancers per- 
sisting after the failure of a preceding radium ther- 
apy; (d) cancers coincident with vaginal malforma- 
tion of certain types. (2) All other operable cases 
in good condition are treated by utero-vaginal 
radium therapy in preference to hysterectomy. (3) 
Hysterectomy after radium therapy is recommended 
only in cases which were operable before radium 
treatment. (4) Hysterectomy followed by radium 
therapy is not recommended except in those rare 
instances where malformations or occlusions of the 
vagina and uterus exist. (5) Roentgen therapy 
alone or external radium at a distance is the meth- 
od of choice in inoperable cases, where the condi- 
tion of uterus and vagina does not permit correct 
radium vcsage; this is necessary in recurrence fol- 
lowing hysterectomy. (6) The association of x- 
rays or radium at a distance with radium applied 
utero-vaginally is the correct method when the 
parametriuin is invaded. 

In using x-rays in conjunction with radium, it is 
considered important that the x-ray treatment be 
given privr io the radium applications. X-rays 
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given following radium is much more ineffilcient. 

The technic of Regaud of extending the period 
of internal treatment with radium over a period of 
six or ten days is described, the reason for this 
being that long irradiation or repeated doses dur- 
ing a certain time, will destroy the dividing can- 
cer cells successively. The usual dose of internally 
applied radium is 50 “millicuries destroyed” which 
is equivalent to 6650 milligram-hours although as 
much as 8000 milligram-hours may be administered 
by using six foci. 

That radiotherapy is not to be undertaken light: 
ly is illustrated by the contraindications which are: 
(a) a state of radio-resistance following a seres 
of previous treatments; (b) the existence of a local 
or general infectious state not possible to ge sup- 
pressed; (c) cachexia caused by anemia following 
repeated hemorrhages or uremia from compression 
of ureters; (d) concomitant grave, chronic or acute 
affections, such as diabetes, Bright’s disease, cir- 
rhosis of the liver, cardiopathy, pulmonary tubercu- 
losis; (e) generalization of the cancer to Deri- 
tuneum, etc. (Several of these are used by sur- 
geons as indications for advising radium.) 

THE MANAGEMENT OF UTERINE MALIGNAN- 
CIES AT THE RADIUM INSTITUTE OF THE 
UNIVERSITY OF PARIS. George T. Pack, B.S., 
M.D., Tuscaloosa, Ala. Sou. Med. Jour., July 1928. 
p. 505. 

PHYSICAL AND X-RAY EXAMINATIONS OF 
THE CHEST:—After discussing the proper relation 
and relative values of the physical examination and 
the x-ray examination of the chest this author en- 
ters into more detailed discussion of the reasons 
for errors in many roentgenographic interpretations, 
The summary of his conclusions is as follows: 
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Who Would Trade in a Snook ? 


An extract from a report by a 
Victor representative, following his 
call on one of the largest clinic in 
the country: 


“I just returned from ——— 
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1. The findings on physical and roentgen ray ex- 
amination of the lungs show some variation in 
nearly all instances, and in a small percentage the 
differences are very marked. 

2. The ability of the disease process in the lung 
to produce shadows depends upon the power of the 
various elements making up the structures to inter- 
cept the rays, and this varies approximately ac- 
cording to the fourth power of the atomic number 
of their composing elements. Therefore, on the 
plate, small lesions may show perfectly if composed 
of elements whose atomic number is high, and 
large ones may not show at all if the atomic num- 
ber of the chief component elements is low. 


3. Lesions nearest the plate, (taken at a distance 
of 40 inches) show best, because the tissues near- 
est the tube are overpenetrated and consequently 
fail to intercept the rays and produce shadow. 
Therefore, there is considerable variation in plates 
taken antero-posteriorly compared with those taken 
posteroanteriorly.. If a small lesion lies near the 
surface of the chest wall nearest the tube, it may 
not be detected at all by the roentgen ray. This 
error is lessened, but not eliminated, if the tube is 
some distance from the patient. 

4. When small lesions are suspected on physical 
examination, the patient should be placed dorso- 
ventrally if the lesion is suspected anteriorly, and 
ventrodorsally when suspected posteriorly. or, what 
is better, plates should be taken in hoth directions. 

Certain Factors Militating Against Accurate Cor- 
relation of Physical and Roentgen Ray Examina- 
tions of the Chest. By F. M. Pottenger, M. D., 
~— Calif.. Am. Jour. Med. Sci., May, 1928, 
p. 676. 

PHLEBOLITHS:—Only since the advent of x-rays 
have phleboliths become of clinical interest. That 
phieboliths cast shadows was proven in 1908 bv 
Clark and Orton, working independently. The pres- 
ence of phleboliths indicate varicosity of veins, and 
since varicosities cause pain in the legs, testes and 
in the pelvis of women when ovarian veins are in- 
volved; it is reasonable to suppose that they will 
cause pain in other localities. The paper is direct- 
ed chiefly toward the significance of the well 
known phlebolith shadows in the pelvis. Report by 
Culligan cf the Mayo Clinic is quoted where’ in 
1555 consecutive roentgenograms of the pelvis, 39 
per cent showed phleboliths. The report of these 
authors is based on pelvic films and clinical his- 
tories of 900 patients examined at the Stanford 
University Medical School, of whom 31.7 per cent 
showed phleboliths. Special interest attaches to 
fifteen patients, twelve males and three females, 
in whom the varicosities as evidenced by phlebo- 
liths in the pelvis, was the only ascertainable ex- 
planation for pain in the lower quadrants. They 
concludes that these varicosities have a definite 
clinical significance, which has been largely ig- 
nored in the past. 

Phieboliths. James R. Dillon, M.D., and Bernard 
A. Cody, M. D., San Francisco, Division of Urology, 
Stanford Univ. Med. Sch. Calif. & West. Med., 
June, 1928, p. 800. 





GORGAS MEMORIAL 

With special programs arranged in various parts 
of the United States as well as in foreign coun- 
tries, the Gorgas Memorial -headquarters here an- 
nounce anniversary plans for October 3, the birth- 
day of Dr. William Crawford Gorgas. The fight of 
Gorgas against yellow fever and malaria and his ad- 
ministrative genius as surgeon general of the army 
during the World War, as well as his famed work 
in the field of sanitation are to be stressed in these 
meetings. Thirty-three health corps of the Memorial 
will participate. 








SOUTHWESTERN MEDICINE 


Meap’ss Dextri-MALTOosE 
is the accepted Carbohydrate 
‘for all infant feeding formulas 


S a carbohydrate, Mead’s Dex- 

tri-Maltose is unquestionably 
accepted and indicated with cow's 
milk and water mixtures according 
to the individual requirements of 
each infant. 
This is a result of the accumulation 
of experience of its dependability 
when added to such formulas. For 
many years ithas given good results 
in feeding the majority of infants. 


MEAD JOHNSON 
AND COMPANY 


Evansville, Indiana 


Nonsfu au 
(An Antiseptic Liquid) 


2 ‘ f hit 2 hi iH 
“Physician’s samples 


sent without cost 


or obligation. 














THE NONSPI COMPANY Send free NONSPI 
2652 WALNUT STREET samples to: 
KANSAS CITY, MISSOURI . 
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“Particular 


Distributors for 


Parke, Davis & Co’s. 


BIOLOGICALS 
and AMPOULES 


Sufficient Stock for 


All Emergencies 


Fresh Stock of 


Rabies Treatment 
Cumming Method 


Parke, Davis & Co. 
On Hand at All Times 


Mail, Telephone and Telegraph 


Orders Given Immediate Attention 


Wayland’s Central 
Pharmacy 


Goodrich Blook 
PHOENIX, ARIZONA 





“Prescniptionists”’ 


Results— 


Physicians are securing 
satisfactory results from the 
use of this new Milk Modifier, 
which is more than a mere 
sugar. 


Horlick's Milk Modifier 


augments the nutritive value 
of cow’s milk by the addition 
of these valuable elements 
derived from choice barley 


and wheat. 

1. Carbohydrates — maltose 63%, 
dextrin 19%. 

2. Cereal protein, an effective col- 
loid for casein modification. 

3. Mineral elements. 


Directions and circulars are supplied to 
physicians only 


SAMPLES PREPAID ON REQUEST TO 


Horlick, Racine, Wisconsin 











As a General Antiseptic 
in place of 
TINCTURE OF IODINE 


Try 


Mercurochrome-220 Soluble 


Dibrom-oxymercuri-fluorescein 
2% Solution 


It stains, it penetrates, and it furnish- 
es a deposit of the germicidal agent 
in the desired field. 


It does not burn, irritate or injure 
tissue in any way. 


HYNSON, WESTCOTT & 
DUNNING 
Baltimore, Maryland 
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Of particular importance in this year’s citation 
of the various efforts of the Memorial to honor the 
name of Gorgas is the statement that “one of the 
leading scientists in the field of tropical medicine” 
will soon be chosen by the Scientific Board of the 
organization, to take charge of the laboratory in 
Panama. This laboratory is made possible by an 
annual appropriation of the United States govern- 
ment of $50,000, which is to be supplemented by 
grants from some twenty-one South and Central 
American countries. 


Panama has given over the use of a magnificent 
edifice recently erected for a proposed school of 
medicine to the Memorial, and it is predicted by 
Memorial officials the research campaign will be 
under way by November first in these quarters. 


The development of the Memorial activities in the 
field of research will not interfere with the health 
educational campaign throughout the country, it is 
stated. The present plan of sending out caravan 
speakers to the various communities stressing 
the periodic examination and urging more public 
support for scientific medicine, will be continued. 
In the past few weeks these speakers have appeared 
before 156 groups in the middle-west, have reached 
millions through the radio, have exhibited health 
films to 42 associations, with an audience of 24,843, 
and have added in their trip seventeen daily news- 
papers to the list for Gorgas health material. 





RENAL TUMORS:—The clinical differentiation 
of different types of tumors is frequently possible 
by urography, supplemented by clinical and cysto- 
scopic data. Renal neoplasms may be divided into 
two groups; (1) cortical tumors (hypernephroma, 
carcinoma, sarcoma, papillary cystadenoma, ade- 
noma and lipoma); (2) renal pelvic tumors (epi- 
thelioma, papilloma, leukoplakia). 


The pyelogram in cases of hypernephroma or ade- 
carcinoma usually show elongation of the calyces; 
the major calyces may be constricted and flattened 
throughout, and the minor calyces may be taper- 
ing, often hook-like; usually only one or two of 
the major calyces are involved. In cases of alveo- 
lar carcinoma, the growth is likely to involve the 
peivic wall, causing abbreviation and irregular dila- 
tation of calyces, instead of elongation and narrow- 
ing. In cases of difficulty in differentiating hyper- 
nephroma from polycystic kidney, a pyelogram of 
‘the other kidney should be made, as polycystic dis- 
ease will’ show bilateral deformity. The benign tu- 
mors of the kidney do not show the common de- 
formities of hypernephroma; there may be evidence 
vf compression, with constriction and flattening of 
the pelvis with abbreviation of the calyces. Large 
solitary cysts usually cause a deformity which con- 
sists in abbreviation of adjacent calyces, compres- 
sion and flattening of the adjacent portion of the 
pelvis, and change in position and axis of the kid- 
ney. 


Cicatricial changes from chronic pyelonephritis 
may ibe difficult to differentiate from the deformi- 
ties of tumor. Likewise it is often difficult to dif- 
ferentiate intrarenal and extrarenal tumors; dis- 
placement of the kidney pelvis in the pyelogram is 
of little significance, as it may occur in either; the 
0: eg deformity of intrarenal tumor is of more 
value. 


Differentix:ion of the type of tumor, when pos- 
sible, has great clinical value in treatment and 
prognosis. 


DIFFERENTIAL DIAGNOSIS OF RENAL TU- 
MORS. William F. Braasch, M:D., Section on Urol- 
ogy, Mayo Clinic, Rochester, Minn. Sou. Med. Jour., 
June, 1928, p. 426. 
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SMALL DOSES EFFECTIVE 

When we say that one ten-thousandth part of a 
grain of Adrenalin is sufficient to produce a physio- 
logical effect when administered to an adult, we 
are in the region of the infinitesimal. Adrenalin as 
used in medicine is never more than one-thousandth 
of the strengt hof the original; the best known 
commercial product is Adrenalin Chloride Solution 
1:1000; ampoules are offered containing solutions 
of 1:2600 and 1:10,000; and for certain uses the 
strength may be not more than 1 to 100,000. 


It is no wonder, then, that Adrenalin has been 
found capable of reviving the heart action in cases 
of apparent death, when injected directly into that 
organ; that it is always thought of in cases of col 
lapse; and that in the paroxysms of asthma it has 
long been the sufferer’s only hope. 


Adrenalin, by the way, is a Parke-Davis discov- 
ery. Takamine, of the Parke-Davis staff, the first 
to isolate the pure active principle, made his an- 
nouncement in April, 1901. 


Literature on Adrenalin is offered to physicians 
by Parke, Davis & Co. 





AN UNUSUAL LETTER 

A prominent physician in the Northwest recently 
addressed the following letter to the Abbott Lab- 
oratories: 

“It is not common nor usual for me to acknowl 
edge the receipt of pamphlets and literature from 
manufacturing chemists. 

However, I find your brochure—just at hand— 
relating to Ephedrine—such an admirable docu- 
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SelecTest Tongue Blades 





In Packages of 100 
3CA1137. SelecTest hin Blades in boxes of 100. 
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lades with metal holder. 
$0.75 


APPLICATORS—4Sc per 
3CA6. SelecTest Applicators, 6 a oo M 
3CAS. SelecTest Applicators, 12 inch. Per M 


FRANK S. ‘BETZ COMPANY, Hammonp, Inp. 
348 West 34th Street 634 South Wabash Avenue 
New York City Chicago, I 
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ment, with such obvious efforts to supply tested 
information, that I hasten to compliment you upon 


# . OFFICE FORMS 
It holds itself strictly to a statement regarding 

this valuable drug; to an enumeration of fields in 

which those of us who have used it must acknowl- for the PHYSICIAN 

edge its potency; it has an excellent bibliography.” 


Copies of the Ephedrine brochure referred to 


may be obtained on request to the Abbott Labora- . 
tories, North Chicago, Il. Professional Statements 


Prescription Blanks 
FOR SALE. Morse Wave machine in perfect elec- Ledger Sheets 
t has trical condition with full set of regular attachments 
and a number of extras—all new. Sinusoidal and We Know Your Needs 


galvanic currents. Book of instructions. $250 F.O.B. 
Phoenix, 207 Goodrich Bidg. 
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Embossed Professional Stationery 
Good opening for wide-awake doctor at Artesia, ; 


New Mexico. Five room office well-equipped up-to- lends dignity to your correspondence 
date, good location. Will sell very reasonable. 
Write Mrs. J. D. Bewley, P. O. Box 536, Artesia, — 


— A.C. TAYLOR PRINTING 


SITUATIONS WANTED 
WANTED—Salaried appointments for Ciasg A COMP ANY 


Physicians in all branches of the Medical Profes- . 
sion. Let us put you in touch with the best man publishers of 

for your opening, Our nation-wide connections SOUTHWESTERN MEDICINE 
o—_ » to give superior service. Aznoe’s Na- 
tional Physicians’ Exchange, 30 North Michigan 

Chicago. Established 1896, Member The Chicage uta Jeanne Sh. 
Association of Commerce. 


cians 





Phoenix, Arizona 











FIRST AID FOR DOCTORS 


Dear Doctor:— 


One careful look at the advertising pages of your State Journal shows there 
are a dozen or more “first aids” for physicians to be had for the asking. A late 
a9 contained, among others, these advertisements with coupons for free sam- 
ples :— 


Merck & Co., Rahway, N. J., and the Nonspi Company, Kansas City, Mo. 
Did you get your supply, Doctor? 

Just listen to what these advertisers offer: — 

Merck and Company, Inc: “Literature free on request.” 

Taylor Instrument Companies: “Send for Blood Pressure Manual.” 
Squibb and Sons: “Write for full information.” 

Horlick’s Malted Milk Corporation: “Samples prepaid on request.” 

Dr. Katherine L. Storm: “Ask for 36-page folder.” 

Maltbie Chemical Company: “Samples of tablets on request.” 

Mead Johnson and Company: “Samples and literature on request.” 
Abbott Laboratories: “For quality and service specify Abbott.” 

Frank A. Betz Company: “Betz Company catalog free upon request.” 
Knox Gelatine Laboratories: “Reports and Diet Recipes upon request.” 


Doctor, here is a wealth of material for use in your own office and practice. 
The “literature” is among the best to be had; full of the latest reliable informa- 
> sew Manufacturers spend a mint of money to give away valuable samples to 
physicians. 





Our plea is that you send for them. They will be valuable to you, and the 
request will be appreciated by your Journal and by the manufacturers. 
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ADRENALIN 


[The Parke, Davis & Co. Brand of Epinephrin, U. S. P.] 


T IS not alone by restoring heart action in cases of apparent 
death from shock that Adrenalin has earned its reputation 
as a life-saver: In cases of collapse when the heart fails 
because of ebbing stimulus, Adrenalin supplies that stimulus 
by its direct cardiac action and by increasing the blood-sugar 
—glycogenolysis. And in many a less extreme case (of 
asthma for example) Adrenalin has rendered the patient's 
life endurable and prolonged it for years. 


It is in daily demand for the reduction of inflammatory con- 
ditions of the mucosa—in eye, nose, throat and genito- 
urinary practice; also for its styptic effect in hemorrhagic 
conditions, and as an aid to the economical and satisfactory 
use of local anesthetics. 


Adrenalin was made available to the medical profession by 
Parke, Davis & Co. in 1901 as a result of researches begun in 
our laboratories: in 1900, and was the first hormone ever 
isolated from an animal organ. 


Literature will be supplied to physicians on request. 


PARKE, DAVIS & CO. 


DETROIT, MICHIGAN 


ADRENALIN ( EPINEPHRIN, P. D. & CO.) 18 INCLUDED IN N. N. R. BY THE COUNCIL 
ON PHARMACY AND CHEMISTRY OF THE AMERICAN MEDICAL ASSOCIATION 
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